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CHAPTER 1: INTRODUCTION
Law enforcement is often regarded as one of the most stressful occupations in the United
States (Violanti et al., 2006). American law enforcement is a profession that regularly involves
repeated exposure to stressors, both internal and external to the organization, including the risk of
severe injury and death. Research has found that routine exposure to stressful work conditions has
adverse effects on physical and mental health (Liberman et al., 2002). Organizational factors such
as long work hours, shift instability, inadequate resources, and pressures from the public (Collins
& Gibbs, 2003) have been identified as critical occupational burdens that may prove a more
significant detriment to members of the law enforcement community than the general population
of employed Americans. For example, law enforcement officers are more likely to work on days
separate from their assigned shift, sleep fewer hours per day, experience depressive symptoms,
and die at a younger age (Hartley et al., 2011; Violanti et al., 2013).
A voluminous literature has documented various psychophysiological implications for
police stress. In a survey of experienced police officers, Gershon et al. (2002) found that perceived
work stress was significantly associated with negative health indicators such as anxiety,
somatization, alcohol abuse, chronic pain, and overtly aggressive behavior. Among 430 police
officers, Charles et al. (2011) found that perceived stress was inversely associated with sleep
duration and positively associated with poor sleep quality. Bishopp and Boots (2014) surveyed
1,410 police officers from three large cities in Texas and found that work-related strain directly
affects officers’ risk for suicidal ideation. Several studies have found that police officers have
higher levels of immune markers that have been related to stress and inflammation (e.g., IL-6, IL10); that they are at an increased risk for cardiovascular disease, mortality, and morbidity; and that
they have a higher prevalence of obesity, hypertension, and hypercholesterolemia compared to
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other populations (Franke et al., 1998; Franke et al., 2010; Franke et al., 2002; Yoo et al., 2009).
Maguen et al. (2009) followed 180 police academy recruits from their date of hire through academy
and field training and reassessed their functioning 1 year later. Their study showed that the routine
environmental stressors experienced by officers led to posttraumatic stress disorder (PTSD).
Similar research associated law enforcement-related stress with adverse health variables including
depression and intimate partner abuse (Anderson & Lo, 2011; Gershon et al., 2009).
In recent years, American law enforcement officers have encountered stressors at an
increasing rate (Giessing et al., 2019; Violanti et al., 2016). Moreover, due to the inherent nature
the profession, they continue to serve communities despite increasingly demanding environmental
concerns from the COVID-19 pandemic. Risk of COVID-19 infection during common tasks such
as arrests and traffic stops greatly endangers officers’ health and safety (Stogner et al., 2020) and
requires increased hypervigilance as they face novel forms of threat, such as viral transmission
via assailant spitting attacks (Jennings & Perez, 2020). With the increased stress experienced by
today’s American police officer, it is imperative to address gaps in the literature that may highlight
pathways through which officer health and functioning are affected. A salient target for inquiry—
one that has been extensively studied in populations other than police officers—is the experience
of childhood adversities.
Adverse Childhood Experiences
Adverse childhood experiences (ACEs) are potentially traumatic stressors that occur
during one’s formative years. These experiences include various forms of abuse (i.e., emotional,
sexual, and physical) and neglect, severe household dysfunction (e.g., familial incarceration,
household substance abuse), and witnessing household violence (Felitti et al., 1998). In their
seminal study, Felitti et al. (1998) collected retrospective-reported ACEs from approximately
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17,000 Californian adults and related those data to current health status. Individuals who had
experienced a greater number of ACEs—4 or more—were much more likely than lose with fewer
ACEs to report smoking, poor self-rated health, sexually-transmitted infections, sedentary
lifestyle, and severe obesity. Exposure to ACEs was also linked to increased risks for alcoholism,
drug abuse, depression, and suicide attempts compared to those with no ACEs.
Studies have revealed that exposure to childhood adversities is commonplace and affects a
significant proportion of individuals in childhood, adolescence, and adulthood (Anda et al., 2006;
Dube et al., 2001; Green et al., 2010; McLaughlin et al., 2012). Additionally, research suggests
that multiple forms of childhood adversity are often experienced. Some scholars suggest that it is
an accumulation of exposures that leads to a greater breadth of health impairments (Arata et al.,
2007; Dube et al., 2004), whereas others argue that relatively mild forms (e.g., family dysfunction
such as conflict or non-nurturant behavior) can exert lifelong effects on health (Repetti et al.,
2002). Regardless of how ACEs are experienced, studies have identified positive associations
between ACEs and poorer health, both physical and psychological, across the lifespan. For
example, the experience of ACEs has been linked to poorer self-reported physical health, diabetes,
chronic pain, and heart attack (Felitti et al., 1998; Kivimaki et al., 2004; Monnat & Chandler,
2015).
Subjective Symptoms
Relationships have been established between ACEs and symptoms indicative of ill-health.
Several lines of research have associated ACEs with increased risk for poorer psychological
outcomes such as depression, anxiety, mood disorders, and suicidal behavior (Anda et al., 1999;
Anda et al., 2006; Chapman et al., 2004; Felitti et al., 1998; Gibb et al., 2007; Kestila et al., 2008).
Longitudinal research by Hammen et al. (2000) examined the effects of stressful life events in
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young women as they transitioned into adulthood and found that women exposed to one or more
ACEs demonstrated a lower threshold for stress sensitivity and the development of depression.
That is, women experiencing childhood adversity were more likely to become depressed at lower
levels of total stress than women without ACEs in their background; findings that could not be
accounted for by prior depression. Military research by Cabrera et al. (2007) assessed the onset of
depression before and following combat in a sample of nearly 7,000 U.S. soldiers. These authors
found that ACEs strongly correlated with depression and were a significant predictor of mental
health outcomes beyond the expected contributions of military combat-related stressors.
ACEs have also been linked to potential alterations in overall stress response, which has
implications for how individuals perceive stress as adults. A significant development in the area
of life stress research is the stress sensitization hypothesis (Post, 1992), which broadly proposes
that individuals become sensitized to stressors through childhood adversities (e.g., abuse, neglect),
such that less stress is required to precipitate future episodes of psychopathology. Cross-sectional
research (Harkness et al., 2006) supports this hypothesis in finding that ACEs evoked stress more
easily when individuals with an abuse or neglect history faced future acute life stressors compared
to those not having experienced abuse or neglect.
ACEs have also been connected to changes in the experience of psychophysiological health
across the life course, particularly somatoform symptoms, which are bodily conditions caused or
aggravated by psychosocial factors. Such symptoms include pain, numbness, tingling, and
shortness of breath; and these symptoms are often predictors of increasingly severe levels of
disability, disease, and mortality (Katon et al., 2001). Bonvanie et al. (2017) investigated the effect
of adverse life events on somatoform symptoms in 957 Dutch adolescents and found that adverse
life events predicted symptoms into adolescence, even when controlling for baseline symptom
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levels, anxiety and depression, and SES. Similarly, research by Schafer and Ferraro (2013), using
data from the Midlife Development in the United States (MIDUS 1) study, found that ACEs—
specifically abuse—were positively associated with somatic symptoms among a large sample of
adults aged 25 to 74.
Health Behaviors
Health behaviors are actions that influence the risk of illness or that facilitate or hinder
recovery. Several health risk behaviors, such as substance abuse, sedentary behavior, and poor
nutrition, have been consistently correlated with increased morbidity and mortality (Costanzo et
al., 2010; Djousse & Gaziano, 2008); whereas various protective behaviors, such as quality sleep
and eating fruits and vegetables, have been shown to decrease susceptibility to illness or facilitate
the restoration of health (Buxton et al., 2018; Riboli & Norat, 2003). Relationships have been
established between ACEs and health behaviors, including various risk and resiliency factors.
Marquez et al. (2021) studied ACEs in 145 adults to understand the association between
early life adversity and adult dietary habits. Overall, their analyses revealed that ACEs were a
significant predictor of dietary habits after controlling for age, sex, and SES. Specifically, they
found that individuals with ACEs consumed significantly lower amounts of whole grains and
dairy—intake habits considered indicative of a better overall diet—compared to those without
ACEs. Research on 190 low-income children (Huffhines et al., 2020) linked ACEs to a later
increase in obesogenic food consumption; that is, a low-density, high-calorie diet consisting of
items such as fast food and sugar-sweetened beverages found to contribute to obesity-related health
conditions such as coronary heart disease (Mente et al., 2009).
National health survey data (Grandner & Malhotra, 2015) have demonstrated several
common sleep problems (e.g., short sleep, sleep deficiency) in the U.S. that are associated with
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harmful health outcomes such as hypertension, obesity, and early mortality, and overall healthrelated quality of life. ACEs have been shown to elevate the risk for sleep problems, which can
then precipitate additional health concerns. For example, several studies (Chapman et al., 2011;
Strine & Chapman, 2005) link childhood adversity to sleep issues such as trouble with falling or
staying asleep, feeling fatigued after waking, or insufficient sleep during more nights than not.
Within these studies, such sleep issues have been linked to poorer subjective health, frequent
psychological distress, depression, anxiety, increased pain and alcohol consumption, and
ultimately, a loss of the restorative properties of restful sleep.
Alcohol consumption and its relation to ACEs has been widely studied using various
samples, and childhood adversity has been demonstrated as a consistent risk factor for early-onset
drinking in adolescence and adulthood. Moreover, maltreatment during childhood has been shown
to increase the risk of adult alcohol use disorders (Keyes et al., 2011). Young-Wolff et al. (2012)
used structured clinical interviews to examine relationships among ACEs, current stressful life
events, and alcohol consumption in a sample of nearly 4,000 adult men and women. Using
hierarchical regression techniques, the researchers found that stressful life events predicted heavier
drinking among women exposed to childhood adversity. Similar research (Hill et al., 1994)
demonstrated a significant relationship between the instability of socioeconomic means during
childhood (e.g., physical neglect due to lack of resources such as food) and the development of
adult alcohol dependence.
Linking Emotional Ability to ACEs and Outcomes
Taken together, these studies suggest ACEs are predictive of poorer outcomes and an
increase in stress and psychological burden in adulthood. Given that ACEs are inherently
distressing and increase susceptibility to later stressors, it is necessary to understand how one’s
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level of emotional ability interacts with ACEs when predicting health status. To this end, Pearlin
et al. (1981) provide a useful theoretical framework in the Stress Process Model.
Pearlin and colleagues developed the Stress Process Model from research designed to
better define how early life stressors manifest into physical and psychological outcomes. Their
seminal works (Pearlin & Johnson, 1977; Pearlin et al., 1981) utilized longitudinal data from 2,300
adults between the ages of 18 and 65 from a Chicago-based sample that was considered
representative of the U.S. at that time. From in-depth interviews collected between 1974 and 1977,
the original model illustrated causal links between stressors, mediating resources both internal and
external to the individual, and outcomes. Drawing on the work of lab researchers (e.g., Selye,
1956), the authors predicated their model of stress on the notion of disequilibrium; specifically,
that an organism is considered to endure stress when there is an internal or external change that
causes dysregulation. And, moreover, it is then the effortful and wearing process of recovery (i.e.,
the energy expended when attempting to return to homeostasis) that increases the organism’s
vulnerability to adverse physical and psychological outcomes. In their research, the authors
identified several examples of direct casual links between stressors and adverse outcomes—for
example, unexpected job loss precipitating depression. Beyond the direct causal link between
stress and outcomes, the researchers also identified several mediating factors (e.g., social support,
effective coping ability) that, if present, could partly ameliorate the negative effects of a stressor.
For example, with the relationship between an unexpected job loss (i.e., the stressor) and
depression (i.e., the outcome), Pearlin et al. (1981) suggested an indirect relationship where coping
ability contributed to lower depressive symptoms following an unexpected job loss by dampening
the stress-provoking effects of the stressor across time.
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Since its inception, the Stress Process Model has undergone iterative processes and has
been expanded to better differentiate the originally proposed components of stress (i.e., stress’
sources, mediators, and outcomes). For instance, the newer iterations began to appreciate that the
effect of a stressor on outcomes depends on a person’s appraisal of an event, or the meaning applied
to the context (Pearlin, 1992) and acknowledge that persistent and cumulative stress poses
deleterious effects on wellbeing (Pearlin et al., 2005). The model now also incorporates a range of
stressors, including cultural ideologies and traditions, capitalism, and deindustrialization, which
are considered to affect both exposure to stressors and material and social resources central to
effective coping (McLeod, 2012; Thoits, 1995). Several studies have further supported a mediated
pathway between various stressors and outcomes. For instance, studies found that factors such as
maternal distress, stability of living conditions, and problem-focused coping mediated the
relationship between childhood adversity and academic, behavior, and internalizing problems
(Eckenrode et al., 1995; Kliewer et al., 2006; Linares et al., 2001).
Other scholars have now also highlighted factors that moderate the relationship between
stressors and outcomes. Research demonstrates that the effect of childhood adversity, namely
exposure to violence, on outcomes (e.g., depression, aggression, and behavior problems) is
buffered by factors such as level of parental/guardian support, daily hassles, and perception of
neighborhood cohesion (Li et al., 2007; Margolin & Gordis, 2000; Self-Brown et al., 2006).
Coping ability has been presented as both a mediator and moderator (Brady et al., 2008; Kliewer
et al., 2006; McGee, 2003; Rosario et al., 2008), depending on the outcomes studied in relation to
ACEs, and is a factor central to the current research.
Alexithymia is a construct that could conceivably function as a mediator or moderator of
the relationship between childhood adversity and health status. Alexithymia, which refers to
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difficulty identifying or expressing feelings and a preference for externally-oriented thinking, may
have utility in better understanding the effect of ACEs on health outcomes, as the construct broadly
encompasses one’s emotional abilities. Alexithymia can be understood as a deficit in one’s
capacity to cope, regulate, and adapt when facing stressful situations and emotional challenges.
The term originated when practitioners recognized that therapy was ineffective for patients with
psychosomatic complaints, and research ultimately lead to an understanding that alexithymia is a
deficiency in affective self-regulation (Sifneos, 1975; Taylor et al., 1997). Specifically,
alexithymia refers to deficits in the ability to recognize and differentiate feelings, to distinguish
emotional from physiological states, and to express emotion verbally (Lumley, 2004). Alexithymia
has been identified as a key predictor of treatment response in the medical field (Fassino, 2010),
and several review articles have highlighted potential mechanisms that make the construct a salient
factor for understanding health outcomes (Lumley et al., 2007; Lumley, Stettner, et al., 1996).
Poorer health outcomes might occur in individuals with alexithymia due to unregulated
emotions and an inability to reduce the intensity of negative affect when confronted with stress.
Prospective daily diary research by Zautra et al. (2001) supports this notion in showing that those
who are better able to regulate emotions during periods of high stress tend to have better healthrelated outcomes than those who are not able. Additionally, Lumley et al. (1996) suggested that
the link between alexithymia and unhealthy behaviors (e.g., substance abuse) may exist because
those with alexithymia tend to favor active behaviors as means to cope instead of psychological
affect-regulation techniques. Given that those with ACEs have also been shown to have impaired
ability to regulate emotions (Ehlert, 2013; Kim & Cicchetti, 2010), what is alexithymia’s role in
the relationship between ACEs and health status? It remains unclear whether a trait-like risk
factor—alexithymia—moderates the relationship between ACEs and health status or if deficits in
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emotion regulation are a consequence of ACEs and, thus, alexithymia mediates the relationship
between ACEs and health variables.
Description, Goals, and Hypotheses of the Study
Empirical studies have provided extensive evidence for the harmful effects of ACEs on
adult health outcomes. Research into childhood adversity, alexithymia, and adulthood health
(Connelly & Denney, 2007; Wearden et al., 2003) has demonstrated that deficits in emotion
regulation, especially in those with high levels of alexithymia, may mediate the relationship
between ACEs and outcomes. Given that individuals with elevated alexithymia have a limited
ability to cope adaptively with stressful situations and also tend to engage in health risk behaviors
(e.g., poor nutrition, alcohol use) (Lumley et al., 2007; Lumley, Stettner, et al., 1996), it is essential
to tease apart the construct’s relationship with childhood adversity, especially in police officers as
they consistently experience heightened stress.
The adverse effects of ACEs and alexithymia on health status have been demonstrated in
several populations. Yet, these effects are understudied in police officers, a population for which
ACEs and alexithymia are arguably more critical because of the chronic stress associated with law
enforcement. Our research captured data from officers working in the City of Detroit, one of the
most challenging policing environments. Detroit Police Department (DPD) officers across 12
precincts are responsible for serving a population of nearly 700,000, who are sparsely dispersed over 140
square miles (US Bureau of the Census, 2015). Nearly 40% of the city’s residents live below the federal
poverty line (US Bureau of the Census, 2015) and among massive blight, including over 85,000
abandoned structures (Farley, 2015). Despite being among the 50 largest police departments in the
country, DPD faced a more significant decline in full-time sworn personnel (-36%) between 2004
and 2008 than any other similarly-sized agency (Reaves, 2011). Since the 1950s, Detroit has faced
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substantial outward migration and urban decay, which has resulted in consistently high rates of
violent crime. For example, Detroit's 2016 violent crime rate of 2,047 per 100,000 residents
(Federal Bureau of Investigations, 2016) dwarfed that of neighboring municipalities, further
evidencing the challenges faced by DPD officers and why Detroit consistently ranks as one of the
most dangerous cities in the United States (Fisher, 2013). This study's data are from officers
working in highly demanding environments with depleted resources, which makes the salience of
stress, adversity, and health even more meaningful.
The present research was designed to better understand how alexithymia functions in
relation to ACEs when exploring health status in an urban police sample. Using data from a larger
National Institute of Justice (NIJ) study examining the effects of environmental stressors on the
health of urban police officers, an investigation was made to first understand how ACEs and
alexithymia are related to adult health status. A series of tests examined the main effect of ACEs
and alexithymia on six health status variables—subjective symptoms (i.e., somatic symptoms,
depression, and perceived stress) and health behaviors (i.e., dietary practices, sleep, and alcohol
consumption). It was hypothesized (H1) that ACEs and alexithymia would be significantly related
to the six health variables of interest and positively associated with greater somatic complaints,
depression, perceived stress; as well as alcohol consumption, poor sleep quality, and poor dietary
practices.
Pearlin and colleague’s Stress Process Model (1981) provided the rationale for tests of two
additional exploratory models to better understand the role of alexithymia in the relationship
between ACEs and health status. First, a series of tests were used to elucidate whether ACEs are
most harmful to those with alexithymia and lacking emotional resources to regulate their stress.
Here, it was hypothesized (H2) that alexithymia would moderate the relationship between
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childhood adversity and health. Individuals with high levels of alexithymia were expected to
demonstrate a strong association between ACEs and health status variables, whereas those with
low alexithymia would show a weak relationship. Second, mediation analyses were used to
understand if deficits in emotional ability account for the relationship between ACEs and health
status. With these analyses, it was hypothesized (H3) that alexithymia would mediate the
relationship between ACES and health status, demonstrating an association between ACEs and
poorer health via alexithymia.

13
CHAPTER 2: METHOD
Participants
Data used for the present study were collected as part of a larger research endeavor that
was funded by the NIJ. The overall aim of the NIJ study was to develop a conceptual framework
of how environmental stressors and work-related factors are linked to biopsychological stress and
policing behavior among patrol officers. As such, potential participants were those individuals
employed by the Detroit Police Department (DPD) and holding the position of patrol officer with
a rank of officer or corporal. Although it is essential to understand the effects of stress on officer
wellbeing at all levels of the organization, the scope of the NIJ study sought participation from
patrol officers, but not those assigned to specialized bureaus or in administrative roles, because
patrol officers routinely interact with the public. It was theorized that patrol officers’ daily contacts
within the community would increase the likelihood of exposure to environmental stressors and
opportunities for them to engage in behaviors of interest to the larger project, such as issuing
citations, making arrests, and using force.
At the start of recruitment, the DPD was a 2,371-member organization (Detroit Public
Saftey Foundation, 2018) that assigned approximately 1,250 of its officers to patrol. Potential
participants for the study were recruited from this pool of 1,250 officers, and to obtain a sample
representative of DPD patrol officers, no additional exclusion criteria were imposed.
We were able to enroll 225 participants who were employed by the DPD and met study
criteria. Table 1 provides sample demographics. The majority of the sample was male (n = 165;
73.3%), and 60 (26.7%) were women. The sample had a mean age of 32.8 years (SD = 9.8), which
ranged from 19 to 62 years. Half of the sample identified as White or Caucasian (51.1%), whereas
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33.8% identified as Black or African American, 8.4% as Hispanic or Latinx, 1.3% as Asian or
Pacific Islander, and 5.3% as Other.
Table 1. Sample Demographics (N = 225)
Variable
Age (years)
Gender
Male
Female
Race
White/Caucasian
Black/African American
Hispanic/Latinx
Multiple/Other
Asian/Pacific Islander
Subjective socioeconomic status
Education
Master's degree
Some graduate school
Bachelor's degree / four years college
Associate degree / two years college
Some college
High school graduate / GED
Marital Status
Married
Committed relationship
Never married
Divorced / separated
Widowed

n (%)

M (SD)
32.86 (9.81)

165 (73.30)
60 (26.70)
116 (51.60)
76 (33.80)
19 (8.40)
12 (5.30)
2 (0.90)
5.29 (1.22)
5 (2.20)
3 (1.30)
59 (26.20)
33 (14.70)
90 (40.00)
35 (15.50)
66 (29.30)
60 (26.70)
77 (34.20)
21 (9.30)
1 (0.40)

Over half of the participants were married (29.3%) or in a committed relationship (26.7%),
nearly a third were single and never married (34.2%), and the rest were divorced, separated, or
widowed (9.7%). Thirty-five participants (15.5%) reported high school or General Education
Development (GED) as their highest level of education, 40% went to college but did not complete
a degree, 14.7% completed an associate degree, 26.2% completed a bachelor’s degree, and 3.5%
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completed some portion of graduate-level coursework without obtaining a degree.
Procedure
The study was approved by Wayne State University’s Institutional Review Board
(032318B3E), and a letter of support from the DPD’s Chief was received prior to recruitment.
Recruitment and on-site data collection occurred from February 2018 to September 2019.
Throughout recruitment, potential participants were made aware of the study through
several means of advertisement. First, a descriptive email from the research team was delivered
to every patrol officer’s department email account (addresses were provided by the DPD
administration). Second, fliers were posted in all 12 precincts and distributed by administrative
personnel during pre-shift assignment briefings known as roll calls. Finally, on each day of onsite data collection, a description of the study and how to participate was provided verbally in the
precinct’s three roll calls by members of the research team. This final approach was used as
another means of advertisement, and more importantly, as an opportunity to build rapport by
providing a forum for officers to ask questions pertinent to the study’s process and the level of
demand required.
Graduate research assistants collected all data on training days that were pre-determined
by the DPD’s Planning Division. Training days are those when officers participate in departmentrequired courses (e.g., continuing education modules about safe emergency vehicle operations)
instead of their typical assignment to community patrol. Training days were leveraged to
streamline data collection and so that officers would have the opportunity to participate, if they
desired, without being encumbered by the demands of their routine shift (e.g., having to leave
data collection before completion to respond to a community disturbance). During training days,
data were collected at three timepoints: morning (7 am - 10 am), afternoon (1 pm - 5 pm), and
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evening (8 pm - 11 pm). Collection at these times was designed to allow officers working any
shift—midnights, days, or afternoons—the opportunity to participate.
Once at a precinct, a researcher(s) announced study details in roll call and answered any
preliminary questions. Officers interested in participating provided written informed consent (see
Appendix B for a copy of our study’s informed consent form). Once consented, officers were
assigned a unique study identification number and directed to a private location within the
precinct to complete self-report measures and collection of biological data (i.e., saliva, via passive
drool, and five dried blood spots). Biological data were collected as part of the larger NIJ study
and were not used in the present research. In total, data collection required approximately 45
minutes of a participant’s time, for which each officer was compensated a vacation day (as
provided by the DPD), a free health screen and consultation with a healthcare professional at a
partnering pharmacy, and $10 in the form of an Amazon.com or VISA gift card.
Background Variables
Demographics. Participants provided sociodemographic information (e.g., age, sex, race,
education, marital status), data relevant to their tenure at the DPD (e.g., current precinct
assignment), and their perceived socioeconomic status (SES). For the perceived SES measure,
participants were given a drawing of a ladder with 10 rungs with the following instructions:
“Think of this ladder as representing where people stand in the United States. At the top of the
ladder are the people who have the most money, most education, and most respected jobs. At the
bottom are the people who have the least money, least education, and least respected jobs or no
jobs. The higher up you are on this ladder, the closer you are to the people at the very top, and
the lower you are, the closer you are to the people at the very bottom.” Respondents were then
asked to place an ‘X’ on the rung that best represents where they think they stand on the ladder.
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For data analyses, those responses on the highest rung were assigned a numerical value of 1, and
this pattern continued for all subsequent rungs (e.g., the second-highest rung was assigned 2, the
third-highest rung assigned 3, and so on).
Predictor Variables
Childhood adversity. The Expanded Adverse Childhood Experiences (E-ACEs;
Cronholm et al., 2015) is a 21-item questionnaire where participants indicate if any traumatic
stressors (e.g., “Did you live with anyone who served time or was sentenced to serve time in a
prison, jail, or another correctional facility?”; “Were you ever in foster care?”) occurred before
their 18th birthday. Such stressors include various forms of abuse (i.e., emotional, sexual, and
physical) and neglect, severe household dysfunction (e.g., familial incarceration, household
substance abuse), and witnessing household violence. The E-ACEs is similar to the wellestablished Conventional ACE measure (Felitti et al., 1998), yet has been expanded for use with
more socioeconomically and racially diverse urban populations. For example, the E-ACEs
includes items about bullying, foster care, and discrimination that are not present within the
Conventional ACE measure. The questions are purported to tap indicators of childhood adversity,
and each question possesses its threshold for having experienced adversity. Select questions are
simply “yes” or “no,” whereas others are rated on scales with unique anchors. For example, “Did
you feel safe in your neighborhood?” is rated on a 4-point scale ranging from “all of the time” to
“none of the time.” Responses to this measure were used similarly to the literature (Applewhite et
al., 2016; Huffhines et al., 2020) to operationalize childhood adversity; that is, each item was
dichotomized per its specific adversity cutoff (i.e., having vs. having not occurred), and then all
items were summed to provide a total ACE score. Internal consistency of the scale in the sample
was α = .82.
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Alexithymia. The Toronto Alexithymia Scale-20 (TAS-20; Bagby, Parker, et al., 1994)
assesses total alexithymia and its three facets: Difficulty Identifying Feelings (TAS-20-DIF) (e.g.
“I am often confused about what emotion I am feeling”), Difficulty Describing Feelings (TAS-20DDF) (e.g., “I find it hard to describe how I feel about people”), and Externally-Oriented Thinking
(TAS-20-EOT) (e.g., “I prefer to just let things happen rather than to understand why they turned
out that way”). All items are rated on a scale of 1 (strongly disagree) to 5 (strongly agree). Scores
for the TAS-20 and individual facets are summed scores, with higher total values indicating higher
levels of alexithymia. Internal consistencies in the sample were α = .84 (total alexithymia), α = .87
(DIF), α = .76 (DDF), and α = .48 (EOT).
Health Status Variables
Subjective Symptoms
Somatic symptoms. The somatization (SOM) subscale of the Symptom Checklist-90
(SCL-90; Derogatis & Lazarus, 1994) assesses the severity of bodily symptoms experienced as a
consequence of psychological distress; that is, bodily symptoms (e.g., pain, numbness) with a
psychosocial etiology. The SOM is a 12-item scale in which respondents rate their symptoms in
terms of severity over the past two weeks on a 5-point scale ranging from 0 (not at all) to 4
(extremely). SOM ratings are summed with higher scores indicating higher somatic symptoms.
Internal consistency of the scale in the sample was α = .80.
Depression. The Center for Epidemiological Studies Depression Scale-10 (CES-D-10;
Radloff, 1977) assesses current depressive symptomatology (e.g., feelings of guilt, worthlessness,
and depressed mood) in adults and adolescents within the general population. The CES-D-10 is a
10-item measure in which participants rate the extent to which each statement applied during the
last week, on a 4-point scale ranging from 1 (rarely/less than 1 day) to 4 (most of the time/5-7
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days). CES-D-10 ratings are summed with higher scores indicating higher levels of depression.
Internal consistency of the scale in the sample was α = .77.
Perceived stress. The Perceived Stress Scale (PSS; Cohen, Kamarck, et al., 1993) assesses
the degree to which one appraises situations as stressful. The PSS is a 10-item measure in which
participants rate the extent to which each statement applied during the last month, on a 5-point
scale ranging from 0 (never) to 4 (very often). PSS ratings are summed with higher scores
indicating higher levels of perceived stress. Internal consistency of the scale in the sample was α
= .84.
Health Behaviors
Sleep quality. The Sleep Condition Indicator (SCI; Espie et al., 2014) is an 8-item scale
that measures sleep problems against the Diagnostic and Statistical Manual of Mental Disorders
(DSM–5) criteria for insomnia disorder. Anchors are question-dependent, yet all questions follow
a 0 to 4 scoring format. SCI scores are summed with higher scores indicating better sleep. A sample
item is, “Thinking about a typical night in the last month, how long does it take you to fall asleep,”
which is rated from 0 (>60 mins) to 4 (0-15 minutes). Internal consistency of the scale in the
sample was α = .88.
Dietary practices. Dietary practices were assessed using a 5-item measure (Cohen et al.,
1991) capturing the healthiness of one’s diet, including the frequency of eating breakfast, fruits,
and vegetables. For this measure, responses are provided on a 5-point scale, and anchors are
question-dependent. A sample item is, “How often do you eat green or yellow vegetables,” which
is rated from 1 (never/less than once a week) to 5 (more than once a day). An a priori decision was
made to omit item #2 (i.e., “How often do you eat between meals?”), as it is unclear from the
extant literature whether this eating habit is beneficial or deleterious to overall health. Therefore,
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a sum of the 4 ratings was generated with higher scores indicating healthier dietary practices.
Internal consistency of the scale in the sample was α = .59.
Alcohol consumption. Alcohol consumption was measured using methods similar to that
of Cohen, Tyrrell, et al. (1993), who separated drinking habits by weekdays and weekends and
then calculated an average drinking amount. Participants answered separately on how many
weekdays (i.e., Monday – Friday) and weekend days (i.e., Saturday and Sunday) they typically
consumed alcohol. Respondents then also quantified the typical number of drinks they consumed
for both sets of days. A 5oz. glass of wine, a 12oz. beer, or a 1.5oz. shot of liquor were each
considered one drink (US Department of Health and Human Services, 2020). Simple mathematical
operations were used to create a continuous drinking score, averaging typical consumption on
weekdays and weekends. Internal consistency of the scale in the sample was α = .79.
Statistical Analyses
Prior to performing statistical analyses, variables were screened for assumptions necessary
for the parametric model, then basic frequencies and measures of central tendency were performed
using the statistical software SPSS 26.0 (IBM, Armonk, NY, USA). Variables were examined for
missing and out-of-range values, and frequency distributions were examined for outliers. All
missing item-level scores were replaced by the individual participant’s mean value for the
respective scale. A total of five participants were missing scale-level scores from various measures,
including total alexithymia, DDF, and sleep. These missing scores were estimated using regression
imputation where the missing scale score was input as the dependent variable, and those variables
in the sample that were significantly correlated with the missing variable were set as the predictors.
Using this imputation method, unstandardized predicted values for each missing scale-level score
were saved into the larger data set. Once the missing items were addressed, all variables met the
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assumptions of parametric tests without further transformation and therefore were used for all
analyses. Internal consistency of the predictor and outcome measures was evaluated using
Cronbach’s alpha measure of reliability.
Initial zero-order and partial correlations were conducted. Zero-order correlations were
those among the covariate, predictor, and outcome variables. Partial correlations were associations
among predictor and outcome variables controlling for the four covariates—age, sex, race, and
perceived SES. Race was dichotomized, representing White individuals (n = 116) and people of
color (n = 109). All hypotheses were tested using age, sex, race, and perceived SES as covariates,
as research suggests these variables to be correlated with ACEs and alexithymia, and predictive of
various psychological and physical outcomes (Adler et al., 2000; Agabio et al., 2017; Chaney &
Torres, 2017; Roxburgh, 2009).
Primary analyses were conducted on the full sample of 225 participants. Two-step
hierarchical multiple regressions were used to test if ACEs and alexithymia were significantly
associated with each of the six health status variables—depression, somatic symptoms, perceived
stress, dietary practices, sleep, and alcohol consumption. For each regression, the four covariates
were entered into block 1, and ACEs and the total alexithymia score were entered simultaneously
into block 2. Similar regressions were then used to test the predictive power of DIF, DDF, and
EOT (rather than the TAS-20 total score) independently on each of the six health status variables.
Next, exploratory moderation and mediation models were tested. The moderation
models—18 in total—were tested using the PROCESS macro model number 1 (Hayes, 2017).
Each regression analysis used ACEs as the predictor variable, alexithymia or one of its three facets
(i.e., DIF, DDF, or EOT) as the moderator variable, and one of the six health measures as the
outcome variable. Each of the analyses also included age, sex, race, and perceived SES as
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covariates. If a significant interaction was found, the relationships between ACEs and the health
measure was interpreted by plotting the regression lines at high (+ 1.0 SD of the mean), mean, and
low (-1.0 SD below the mean) levels of alexithymia or the facet. The mediation models—a total
of six—were tested using the PROCESS macro model number 4 (Hayes, 2017) only for those
TAS-20 variables that had a significant relationship with ACEs. Each regression analysis used
ACEs as the predictor variable, alexithymia (or a facet) as the mediator variable, and one of the
six health measures as the outcome variable and included the 4 covariates mentioned above. Once
analyzed, the output was assessed to determine whether full or partial mediation occurred. Full
mediation was considered to have occurred if the direct effect of ACEs on a given health status
variable, after controlling for alexithymia (i.e., path c’), was not significant while the indirect effect
(i.e., the effect of ACEs through alexithymia, denoted as path ab) was significant. Partial mediation
was determined to have occurred if both the ab and c’ paths were found to be significant. In
instances of partial mediation, the percentage of total effect (i.e., the unmediated relationship
between ACEs and the outcome, denoted as path c) of ACEs on an outcome that was attributable
to direct and indirect effects was calculated. Based on the suggestions provided by Shrout and
Bolger (2002), the significance of all moderation and mediation analyses was tested using 95%
bias-corrected confidence intervals, based on 10,000 bootstrapped samples. All analyses in this
study were conducted with alpha set at .05 (two-tailed).
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CHAPTER 3: RESULTS
Table 2 presents descriptive data (M, SD, and the observed range) for the two predictor
variables—including the three facets of alexithymia—and the six health status variables.
Table 2. Descriptive Data
Variable
Predictor variables
Adverse childhood experiences
Alexithymia
Total score
Difficulty identifying feelings
Difficulty describing feelings
Externally oriented thinking
Outcome variables
Somatic symptoms
Depression
Perceived stress
Sleep quality
Dietary practices
Alcohol consumption

Observed
Range

M

SD

4.52

3.83

0 - 16

45.10
12.55
12.25
20.32

10.92
5.33
4.29
4.00

20 - 80
6 - 35
5 - 23
8 - 33

6.87
6.18
15.42
19.19
9.73
0.78

5.99
4.89
6.00
7.81
3.94
1.32

0 - 35
0 - 24
0 - 34
0 - 32
1 - 18
0.00 - 10.29

Covariates
Table 3 presents correlations between the covariates (i.e., age, sex, race, and perceived
SES) and predictor and health status variables. Age was inversely associated at a small magnitude
with alexithymia and perceived stress and positively correlated at a similar magnitude with dietary
practices. Woman had more somatic symptoms and perceived stress, poorer sleep quality, and less
externally oriented thinking than did men, all at a small magnitude. White individuals had greater
difficulty describing feelings, externally oriented thinking, and alcohol consumption than did
people of color. Higher perceived SES was negatively associated at a small magnitude with ACEs,
total alexithymia, difficulty identifying feelings, externally oriented thinking, and perceived stress.
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Overall, the four variables showed significant relationships with various predictor and health status
variables to warrant inclusion as covariates into the regression models.
Table 3. Correlations between Covariate Variables and Predictors and Outcomes

Outcome

Covariate
Sex
Raceb
-.03
.10
a

ACEs

Age
-.11

SES
.22**

TAS-20 Total

-.25**

.03

-.12

.18**

TAS-20 DIF

-.17**

-.09

.01

.19**

TAS-20 DDF

-.24**

.05

-.16*

.10

TAS-20 EOT

-.19**

.14*

-.18**

.15*

Somatic symptoms

-.07

-.27**

-.13

.10

Depression

-.12

-.11

-.08

.13

Perceived stress

-.19**

-.13*

-.10

.18**

Sleep quality

.10

.22**

.06

-.08

Dietary practices

.20**

.07

.10

-.11

Alcohol Consumption
.08
-.02
-.23**
-.07
Note. SES = perceived socioeconomic status; ACEs = adverse childhood
experiences; TAS-20 DIF = difficulty identifying feelings; TAS-20 DDF =
difficulty describing feelings; TAS-20 EOT = externally oriented thinking.
* p < .05; ** p <.01; a0 = female and 1 = male; b1 = White and 2 = people of color
Outcomes
Table 4 presents zero-order and partial correlations (i.e., associations controlling for the 4
covariates—age, sex, race, and perceived SES) among predictor and health status variables.
Overall, the zero-order associations among the variables (i.e., those values below the diagonal in
Table 4) were as predicted by theory. ACEs and alexithymia were positively correlated with one
another at a small magnitude. ACEs and alexithymia were also positively correlated with the three
subjective symptom variables—somatic symptoms, depression, and perceived stress—and
inversely related to two health behavior variables—sleep quality and dietary practices.
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Alexithymia, but not ACEs, was significantly positively correlated with average alcohol
consumption. The difficulty identifying feelings (DIF) and difficulty describing feelings (DDF)
facets of alexithymia were positively correlated with somatic symptoms, depression, and perceived
stress and inversely related to sleep quality, all at moderate-to-large magnitudes. The externally
oriented thinking (EOT) facet of alexithymia was weakly associated with health status variables,
only significantly positively correlated with depression, perceived stress, and alcohol consumption
at a small magnitude. Of the three facets of alexithymia, DIF was the only one significantly
correlated with ACEs, presenting implications for the mediation analyses of our study.
Table 4. Correlations among Predictor and Outcome Variables
1
1 ACEs

2
.09

2 TAS-20 Total .14*
3 TAS-20 DIF

.20**

3

6

7

.17*

.31**

.19** -.17*

.86** .83** .66** .31**

.50**

.48** -.30** -.17*

.16*

.62** .32** .39**

.60**

.54** -.37** -.13

.11

.34** .22**

.36**

.38** -.19** -.18**

.11

.18**

.18** -.11

.16*

.44**

.40** -.38** -.11

.11

.67** -.59** -.19**

.15*

.15*

.85**

4

5

.01

.04

4 TAS-20 DDF .04

.84**

.62**

5 TAS-20 EOT .06

.68**

.33** .39**

.17**

.33**

.40** .23** .09

.33**

.52**

.61** .38** .20** .47**

.23**

.52**

.57** .41** .21** .44**

6

Somatic
symptoms

7 Depression
8

Perceived
stress

9 Sleep quality -.19** -.31** -.39** -.21** -.11

.09

8

.68**

-.43** -.60** -.49**

9

10

11

-.01

.07

-.09

-.46** -.22**
.06

.13
-.22**

Dietary
-.04
-.22** -.17** -.23** -.13* -.16* -.23** -.28** .11
.04
practices
Alcohol
11
.01
.14*
.08
.11
.16* .14* .15*
.12
-.21** .03
consumption
Note. Those values below the diagonal represent zero-order correlations, while those above
indicate partial correlations controlling for age, sex, race, and perceived socioeconomic status.
* p < .05; ** p <.01
10
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Nearly all health status variables were significantly related with each other and in the
expected directions; that is, the three subjective symptoms were all positively correlated with each
other and average alcohol consumption and inversely related to sleep quality and dietary practices.
Notably, the correlations among the subjective symptom variables were moderate-to-large in size,
whereas those among the health behavior variables were generally small, and at times,
nonsignificant.
The general patterns observed with the zero-order correlations remained consistent when
partialing out the four covariates; however, total alexithymia was no longer significantly correlated
with ACEs, leaving DIF as the sole facet of alexithymia correlated with ACEs. Partial correlation
values are those represented above the diagonal in Table 4.
Main Effect Analyses
Six, 2-step hierarchical multiple regressions were first used to test if ACEs and total
alexithymia were associated with each of the six health status variables. For each regression, the
four covariates were entered into step 1, and ACEs and the total alexithymia score were entered
into step 2. Tables 5 and 6 present model statistics for analyses predicting the three subjective
symptom and three health behavior variables, respectively. These statistics include ΔR2, ΔF, and
p-values for the steps and R2, F, and p-values for each overall model. It was found that ACEs
significantly predicted somatic symptoms, t(6, 218) = 2.14, p = .033, depression, t(6, 218) = 4.81,
p < .001, perceived stress, t(6, 218) = 2.55, p = .011, and sleep quality, t(6, 218) = -2.28, p = .023.
Total alexithymia score was found to significantly predict all six health status variables: somatic
symptoms, t(6, 218) = 4.69, p < .001, depression, t(6, 218) = 8.53, p < .001, perceived stress, t(6,
218) = 8.03, p < .001, sleep quality, t(6, 218) = -4.38, p < .001, dietary practices, t(6, 218) = -2.49,
p = .013, and alcohol consumption t(6, 218) = 2.32, p = .021.
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Table 5. Hierarchical Multiple Regression with Adverse Childhood Experiences and
Alexithymia as Focal Predictors of Subjective Symptoms
Model Statistics
t
p

Criterion
Predictor
b (SE)
ΔR2 ΔF
p
b
Somatic
symptoms
Step 1
.12 7.22 <.001
Age
-0.04 (0.04) -.06
-0.91
.365
Sex a
-4.01 (0.87) -.30
-4.70 <.001
Race b
-1.93 (0.87) -.16
-2.48
.014
SES
0.50 (0.32)
.10
1.58
.115
Step 2
.10 14.39 <.001
ACEs
0.21 (0.10)
.13
2.14
.033
TAS-20
0.16 (0.04)
.30
4.69 <.001
2
Overall Model: R = .22, F(6, 218) = 10.19, p < .001
Depression
Step 1
.05 2.65 .034
Age
-0.05 (0.03) -.10
-1.50
.136
a
Sex
-1.46 (0.74) -.13
-1.98
.049
b
Race
-0.74 (0.66) -.08
-1.13
.262
SES
0.46 (0.27)
.12
1.73
.086
Step 2
.31 52.23 <.001
ACEs
0.35 (0.07)
.27
4.81 <.001
TAS-20
0.22 (0.03)
.49
8.53 <.001
2
Overall Model: R = .36, F(6, 218) = 20.00, p < .001
Perceived
stress
Step 1
.09 5.41 <.001
Age
-0.10 (0.04) -.17
-2.57
.011
a
Sex
-2.30 (0.88) -.17
-2.61
.010
b
Race
-1.01 (0.79) -.08
-1.28
.201
SES
0.77 (0.32)
.16
2.38
.018
Step 2
.23 37.76 <.001
ACEs
0.23 (0.09)
.15
2.55
.011
TAS-20
0.26 (0.03)
.47
8.03 <.001
2
Overall Model: R = .32, F(6, 218) = 17.40, p < .001
Note. In step 1, ΔR2 and ΔF denote the change from zero. SES = perceived
socioeconomic status; ACEs = adverse childhood experiences; TAS-20 = alexithymia
a
0 = female and 1 = male; b1 = White and 2 = people of color
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Table 6. Hierarchical Multiple Regression with Adverse Childhood Experiences and
Alexithymia as Focal Predictors of Health Behaviors
Model Statistics
t
p
ΔR2
b

Criterion
Predictor
b (SE)
Sleep
Step 1
Age
0.08 (0.05)
.10 1.50
.134
a
Sex
4.36 (1.16)
.25 3.77 <.001
b
Race
1.24 (1.03)
.08 1.20
.233
SES
-0.50 (0.42) -.08 -1.19
.237
Step 2
ACEs
-0.30 (0.13) -.15 -2.28
.023
TAS-20
-0.20 (0.05) -.28 -4.38 <.001
2
Overall Model: R = .18, F(6, 218) = 7.79, p < .001
Diet
Step 1
Age
0.07 (0.03)
.18 2.73
.007
a
Sex
0.92 (0.59)
.10 1.56
.120
b
Race
0.63 (0.53)
.08 1.20
.233
SES
-0.26 (0.22) -.08 -1.21
.227
Step 2
ACEs
0.09 (0.07)
.01 0.13
.898
TAS-20
-0.06 (0.03) -.17 -2.49
.013
2
Overall Model: R = .09, F(6, 218) = 3.40, p = .003
Alcohol
consumption
Step 1
Age
0.01 (0.01)
.11 1.57
.119
a
Sex
-0.13 (0.20) -.04 -0.65
.518
b
Race
-0.67 (0.17) -.25 -3.83 <.001
SES
-0.06 (0.07) -.06 -0.84
.404
Step 2
ACEs
0.02 (0.02)
.05 0.77
.446
TAS-20
0.02 (0.01)
.16 2.32
.021
2
Overall Model: R = .10, F(6, 218) = 3.95, p = .001

.08

ΔF

p

4.54

.002

.10 13.28 <.001

.06

3.48

.009

.03

3.12

.046

.07

4.24

.003

.03

3.19

.043
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Analyses were repeated inputting each facet of alexithymia into step 2—rather than total
alexithymia—along with ACEs; that is, three sets of six hierarchical multiple regressions were
used to test the predictive power of DIF, DDF, and EOT independently on each of the six health
status variables. Tables 7 and 8 present regression model statistics with ACEs and DIF as the focal
predictors. Here, it was found that DIF significantly predicted somatic symptoms, t(6, 218) = 5.88,
p < .001, depression, t(6, 218) = 10.70, p < .001, perceived stress, t(6, 218) = 9.08, p < .001, and
sleep quality, t(6, 218) = -5.52, p < .001, and ACEs significantly predicted depression, t(6, 218) =
4.34, p < .001, and perceived stress, t(6, 218) = 2.02, p = .045).
Tables 9 and 10 present regression model statistics with ACEs and DDF as the focal
predictors. These analyses revealed that DDF significantly predicted somatic symptoms, t(6, 218)
= 3.33, p = .001, depression, t(6, 218) = 5.91, p < .001, perceived stress, t(6, 218) = 6.23, p < .001,
sleep quality, t(6, 218) = -2.87, p = .004, and dietary practices, t(6, 218) = -2.70, p = .007. ACEs
was found to significantly predict somatic symptoms, t(6, 218) = 2.50, p = .013, depression, t(6,
218) = 5.19, p < .001, perceived stress, t(6, 218) = 3.10, p = .002, and sleep quality, t(6, 218) = 2.61, p = .010).
Tables 11 and 12 present regression model statistics with ACEs and EOT as the focal
predictors. Here, it was found that EOT significantly predicted depression, t(6, 218) = 2.59, p =
.010, perceived stress, t(6, 218) = 2.63, p = .009, and alcohol consumption, t(6, 218) = 2.42, p =
.016, and ACEs significantly predicted somatic symptoms, t(6, 218) = 2.43, p = .016, depression,
t(6, 218) = 4.84, p < .001, perceived stress, t(6, 218) = 2.86, p = .005, and sleep quality, t(6, 218)
= - 2.54, p = .012.
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Table 7. Hierarchical Multiple Regression with Adverse Childhood Experiences and Difficulty
Identifying Feelings as Focal Predictors of Subjective Symptoms
Model Statistics
t
p
ΔR2

Criterion
Predictor
b (SE)
b
Somatic
symptoms
Step 1
Age
-0.04 (0.04) -.06 -0.91
a
Sex
-4.08 (0.87) -.30 -4.70
b
Race
-1.93 (0.78) -.16 -2.48
SES
0.50 (0.32) .10
1.58
Step 2
ACEs
0.17 (0.10) .11
1.74
TAS-20 DIF
0.40 (0.07) .36
5.88
2
Overall Model: R = .26, F(6, 218) = 12.61, p < .001
Depression
Step 1
Age
-0.05 (0.03) -.10 -1.50
a
Sex
-1.46 (0.74) -.13 -1.98
b
Race
-0.74 (0.66) -.08 -1.13
SES
0.46 (0.27) .12
1.73
Step 2
ACEs
0.30 (0.07) .23
4.34
TAS-20 DIF
0.52 (0.05) .57 10.70
2
Overall Model: R = .44, F(6, 218) = 28.10, p < .001
Perceived
stress
Step 1
Age
-0.10 (0.04) -.17 -2.57
a
Sex
-2.30 (0.88) -.17 -2.61
b
Race
-1.01 (0.79) -.08 -1.28
SES
0.77 (0.32) .16
2.38
Step 2
ACEs
0.18 (0.09) .11
2.02
TAS-20 DIF
0.58 (0.06) .51
9.08
2
Overall Model: R = .36, F(6, 218) = 20.83, p < .001
Note. TAS-20 DIF = difficulty identifying feelings

.12

ΔF

p

7.22

<.001

.365
<.001
.014
.115
.14 20.81 <.001
.083
<.001

.05

2.65

.034

.136
.049
.262
.086
.39 75.40 <.001
<.001
<.001

.09

5.42

<.001

.011
.010
.201
.018
.28 47.13 <.001
.045
<.001
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Table 8. Hierarchical Multiple Regression with Adverse Childhood Experiences and Difficulty
Identifying Feelings as Focal Predictors of Health Behaviors
Model Statistics
t
p
ΔR2

Criterion
Predictor
b (SE)
b
Sleep
Step 1
Age
0.08 (0.05) .10
1.50
a
Sex
4.36 (1.16) .25
3.77
b
Race
1.24 (1.03) .08
1.20
SES
-0.50 (0.42) -.08 -1.19
Step 2
ACEs
-0.24 (0.13) -.12 -1.90
TAS-20 DIF
-0.51 (0.09) -.35 -5.52
2
Overall Model: R = .22, F(6, 218) = 9.89, p < .001
Diet
Step 1
Age
0.07 (0.03) .18
2.73
a
Sex
0.92 (0.59) .10
1.56
b
Race
0.63 (0.53) .08
1.20
SES
-0.26 (0.22) -.08 -1.21
Step 2
ACEs
0.01 (0.07) .01
0.18
TAS-20 DIF
-0.10 (0.05) -.13 -1.90
2
Overall Model: R = .08, F(6, 218) = 2.94, p = .009
Alcohol
consumption
Step 1
Age
0.01 (0.01) .11
1.57
a
Sex
-0.13 (0.20) -.04 -0.65
b
Race
-0.67 (0.17) -.25 -3.83
SES
-0.06 (0.07) -.06 -0.84
Step 2
ACEs
0.02 (0.02) .05
0.74
TAS-20 DIF
0.03 (0.02) .10
1.50
2
Overall Model: R = .09, F(6, 218) = 3.38, p = .003

.08

ΔF

p

4.54

.002

.134
.000
.233
.237
.14 19.11 <.001
.058
<.001

.06

3.48

.009

.02

1.81

.166

.07

4.24

.003

.01

1.61

.203

.007
.120
.233
.227
.856
.059

.119
.518
.000
.404
.459
.135
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Table 9. Hierarchical Multiple Regression with Adverse Childhood Experiences and Difficulty
Describing Feelings as Focal Predictors of Subjective Symptoms
Model Statistics
t
p
ΔR2

Criterion
Predictor
b (SE)
b
Somatic
symptoms
Step 1
Age
-0.04 (0.04) -.06 -0.91
a
Sex
-4.08 (0.87) -.30 -4.70
b
Race
-1.93 (0.78) -.16 -2.48
SES
0.50 (0.32) .10 1.58
Step 2
ACEs
0.25 (0.10) .16 2.50
TAS-20 DDF
0.30 (0.09) .21 3.33
2
Overall Model: R = .18, F(6, 218) = 8.08, p < .001
Depression
Step 1
Age
-0.05 (0.03) -.10 -1.50
a
Sex
-1.46 (0.74) -.13 -1.98
b
Race
-0.74 (0.66) -.08 -1.13
SES
0.46 (0.27) .12 1.73
Step 2
ACEs
0.40 (0.08) .31 5.19
TAS-20 DDF
0.41 (0.07) .36 5.91
2
Overall Model: R = .26, F(6, 218) = 12.69, p < .001
Perceived
stress
Step 1
Age
-0.10 (0.04) -.17 -2.57
a
Sex
-2.30 (0.88) -.17 -2.61
b
Race
-1.01 (0.79) -.08 -1.28
SES
0.77 (0.32) .16 2.38
Step 2
ACEs
0.29 (0.10) .19 3.10
TAS-20 DDF
0.53 (0.09) .38 6.23
2
Overall Model: R = .26, F(6, 218) = 12.53, p < .001
Note. TAS-20 DDF = difficulty describing feelings

ΔF

p

.12

7.22

<.001

.07

8.78

<.001

.05

2.65

.034

.21

31.31

<.001

.09

5.42

<.001

.17

24.46

<.001

.365
<.001
.014
.115
.013
.001

.136
.049
.262
.086
<.001
<.001

.011
.010
.201
.018
.002
<.001
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Table 10. Hierarchical Multiple Regression with Adverse Childhood Experiences and Difficulty
Describing Feelings as Focal Predictors of Health Behaviors
Model Statistics
t
p
ΔR2

Criterion
Predictor
b (SE)
b
Sleep
Step 1
Age
0.08 (0.05)
.10 1.50
a
Sex
4.36 (1.16)
.25 3.77
b
Race
1.24 (1.03)
.08 1.20
SES
-0.50 (0.42) -.08 -1.19
Step 2
ACEs
-0.35 (0.13) -.17 -2.61
TAS-20 DDF
-0.34 (0.12) -.19 -2.87
2
Overall Model: R = .14, F(6, 218) = 5.75, p < .001
Diet
Step 1
Age
0.07 (0.03)
.18 2.73
a
Sex
0.92 (0.59)
.10 1.56
b
Race
0.63 (0.53)
.08 1.20
SES
-0.26 (0.22) -.08 -1.21
Step 2
ACEs
-0.01 (0.07) -.01 -0.08
TAS-20 DDF
-0.17 (0.06) -.18 -2.70
2
Overall Model: R = .09, F(6, 218) = 5.59, p = .002
Alcohol
consumption
Step 1
Age
0.01 (0.01)
.11 1.57
a
Sex
-0.13 (0.20) -.04 -0.65
b
Race
-0.67 (0.17) -.25 -3.83
SES
-0.06 (0.07) -.06 -0.84
Step 2
ACEs
0.02 (0.02)
.06 0.96
TAS-20 DDF
0.03 (0.02)
.11 1.66
2
Overall Model: R = .09, F(6, 218) = 3.47, p = .003

ΔF

p

.08

4.54

.002

.06

7.63

.001

.06

3.48

.009

.03

3.65

.028

.07

4.24

.003

.02

1.87

.157

.134
.000
.233
.237
.010
.004

.007
.120
.233
.227
.940
.007

.119
.518
.000
.404
.337
.098
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Table 11. Hierarchical Multiple Regression with Adverse Childhood Experiences and Externally
Oriented Thinking as Focal Predictors of Subjective Symptoms
Model Statistics
t
p
ΔR2

Criterion
Predictor
b (SE)
b
Somatic
symptoms
Step 1
Age
-0.04 (0.04) -.06 -0.91
a
Sex
-4.08 (0.87) -.30 -4.70
b
Race
-1.93 (0.78) -.16 -2.48
SES
0.50 (0.32) .10 1.58
Step 2
ACEs
0.25 (0.10) .16 2.43
TAS-20 EOT
0.13 (0.10) .08 1.28
2
Overall Model: R = .15, F(6, 218) = 6.24, p < .001
Depression
Step 1
Age
-0.05 (0.03) -.10 -1.50
a
Sex
-1.46 (0.74) -.13 -1.98
b
Race
-0.74 (0.66) -.08 -1.13
SES
0.46 (0.27) .12 1.73
Step 2
ACEs
0.40 (0.08) .31 4.84
TAS-20 EOT
0.21 (0.08) .17 2.59
2
Overall Model: R = .17, F(6, 218) = 7.22, p < .001
Perceived
stress
Step 1
Age
-0.10 (0.04) -.17 -2.57
a
Sex
-2.30 (0.88) -.17 -2.61
b
Race
-1.01 (0.79) -.08 -1.28
SES
0.77 (0.32) .16 2.38
Step 2
ACEs
0.29 (0.10) .19 2.86
TAS-20 EOT
0.26 (0.10) .17 2.63
2
Overall Model: R = .15, F(6, 218) = 6.46, p < .001
Note. TAS-20 EOT = externally oriented thinking

ΔF

p

.12

7.22

<.001

.03

3.90

.022

.05

2.65

.034

.365
<.001
.014
.115
.016
.203

.136
.049
.262
.086
.12 15.65 <.001
<.001
.010

.09

5.42

<.001

.06

7.87

.001

.011
.010
.201
.018
.005
.009
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Table 12. Hierarchical Multiple Regression with Adverse Childhood Experiences and Externally
Oriented Thinking as Focal Predictors of Health Behaviors
Model Statistics
t
p
ΔR2

Criterion
Predictor
b (SE)
b
Sleep
Step 1
Age
0.08 (0.05)
.10 1.50
a
Sex
4.36 (1.16)
.25 3.77
b
Race
1.24 (1.03)
.08 1.20
SES
-0.50 (0.42) -.08 -1.19
Step 2
ACEs
-0.34 (0.14) -.17 -2.54
TAS-20 EOT
-0.20 (0.13) -.10 -1.53
2
Overall Model: R = .11, F(6, 218) = 4.65, p < .001
Diet
Step 1
Age
0.07 (0.03)
.18 2.73
a
Sex
0.92 (0.59)
.10 1.56
b
Race
0.63 (0.53)
.08 1.20
SES
-0.26 (0.22) -.08 -1.21
Step 2
ACEs
-0.01 (0.07) -.01 -.05
TAS-20 EOT
-0.09 (0.07) -.10 -1.39
2
Overall Model: R = .07, F(6, 218) = 2.64, p = .017
Alcohol
consumption
Step 1
Age
0.01 (0.01)
.11 1.57
a
Sex
-0.13 (0.20) -.04 -0.65
b
Race
-0.67 (0.17) -.25 -3.83
SES
-0.06 (0.07) -.06 -0.84
Step 2
ACEs
0.02 (0.02)
.06 0.89
TAS-20 EOT
0.05 (0.02)
.16 2.42
2
Overall Model: R = .10, F(6, 218) = 4.03, p = .001

ΔF

p

.08

4.54

.002

.04

4.57

.011

.06

3.48

.009

.01

0.97

.383

.07

4.24

.003

.03

3.41

.035

.134
.000
.233
.237
.012
.129

.007
.120
.233
.227
.961
.167

.119
.518
.000
.404
.377
.016
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Moderation: Alexithymia as a Moderator of the Relationship between ACEs and Health
The exploratory moderation models were tested using the PROCESS macro model number
1 (Hayes, 2017) to understand if alexithymia or any of its three facets moderated the relationship
between ACEs and the six health status variables. Table 13 presents data from the analyses,
specifically the interaction terms and their corresponding b-weights and p-values.
Table 13. Moderation Analyses of Adverse Childhood Experiences Predicting Health Outcomes

Interaction
Term

Somatic
symptoms

Depression

b (p)

b (p)

Outcome variable
Perceived
stress
Sleep
b (p)

b (p)

Diet

Alcohol
consumption

b (p)

b (p)

ACEs x Total
0.01 (.289)
0.01 (.422) -0.01 (.344)
0.00 (.930) 0.01 (.450) -0.00 (.510)
ACEs x DIF
0.00 (.910)
0.02 (.156) -0.00 (.933)
0.01 (.800) 0.01 (.563) -0.00 (.584)
ACEs x DDF
0.03 (.197)
0.02 (.201) -0.01 (.579)
-0.03 (.348) 0.01 (.754) -0.00 (.420)
ACEs x EOT
0.02 (.522) -0.03 (.112) -0.05 (.034)* 0.03 (.390) 0.02 (.269) -0.00 (.767)
Note. ACEs = adverse childhood experiences; ACEs x Total = interaction of ACEs and total
alexithymia score; ACEs x DIF = interaction of ACEs and difficulty identifying feelings; ACEs x DDF
= interaction of ACEs and difficulty describing feelings; ACEs x EOT = interaction of ACEs and
externally oriented thinking. DIF, DDF, and EOT are facets of alexithymia.
*p < .05
In total, 18 analyses were conducted. Only one significant interaction was observed. The
interaction between ACEs and EOT when predicting perceived stress was significant, b = -0.05, p
= .034, suggesting that the effect of ACEs on perceived stress depended on the level of EOT.
Simple slopes for the association between ACEs and perceived stress were tested at high (+ 1.0
SD above the mean), mean, and low (-1.0 SD below the mean) sample values of EOT. The simple
slope tests revealed significant positive associations between ACEs and perceived stress for those
with low, b = 0.53, SE = 0.15, t = 3.51, p < .001, and mean, b = 0.32, SE = 0.10, t = 3.11, p = .002,
EOT scores, but a nonsignificant positive relationship for those with high EOT, b = 0.10, SE =
0.13, t = 0.76, p = .449. The slopes demonstrate that at high ACEs, EOT is irrelevant relevant,
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whereas at low ACES, higher EOT was associated with higher perceived stress. This finding is
contradictory to the theory driving the moderation hypothesis of our study. Figure 1 plots the
simple slopes.
Figure 1. Simple Slope Plot of Relationship between Adverse Childhood Experiences and
Perceived Stress as Moderated by Externally Oriented Thinking

Mediation: Alexithymia as a Mediator between ACEs and Health Status
Exploratory mediation models were tested using the PROCESS macro model number 4
(Hayes, 2017) to understand if alexithymia mediated the relationship between ACEs and the six
health status variables. As noted earlier, total alexithymia, DDF, and EOT were not significantly
correlated with the predictor ACEs after controlling for the four covariates (i.e., r = .09, .01, and
.04, respectively) and, thus, did not meet a primary assumption of mediation analyses. Therefore,
these three variables were excluded from the analyses, and the models were tested solely using
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DIF as a possible mediating variable, including the four covariates input into the main effect and
moderation models. Overall, DIF was found to mediate the relationship between ACEs and
somatic symptoms, depression, perceived stress, and sleep; the results of each of these analyses
will be discussed in turn. See Figures 6 and 7 in Appendix A for a graphical representation of the
nonsignificant mediation analysis. Of note, and consistent with the partial correlations presented
above, for all the mediation results, regression analysis (i.e., path a) indicated that ACEs was a
significant predictor of DIF, b = .21, SE = 0.09, p = .024.
For the first model (see Figure 2), results indicated that DIF was a significant predictor of
somatic symptoms, b = .404, SE = 0.07, p < .001. ACEs was no longer a significant predictor of
somatic symptoms after controlling for DIF, b = .167, SE = 0.10, p = .083, and the indirect
coefficient was significant, b = .09, SE = 0.04, 95% CI [.016, .168], which is consistent with full
mediation.
The second model analysis (see Figure 3) indicated that DIF was a significant predictor of
depression, b = .523, SE = 0.05, p < .001. ACEs remained a significant predictor of depression
after controlling for DIF, b = .295, SE = 0.07, p < .001, and the indirect coefficient was also
significant, b = .11, SE = 0.05, 95% CI [.023, .214], which is consistent with a partially mediated
relationship between ACEs and depression.
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Figure 2. Mediated Relationship of ACEs and Somatic Symptoms via Difficulty Identifying
Feelings

Note. Unstandardized regression coefficients for the relationship between adverse childhood
experiences (ACEs) and somatic symptoms as mediated by the difficulty identifying feelings
factor of alexithymia. The unstandardized regression coefficient between ACEs and somatic
symptoms, controlling for difficulty identifying feelings, is in parenthesis (i.e., path c’).
*p < .05; **p < .001
Figure 3. Mediated Relationship of ACEs and Depression via Difficulty Identifying Feelings

Note. Unstandardized regression coefficients for the relationship between adverse childhood
experiences (ACEs) and depression as mediated by the difficulty identifying feelings factor of
alexithymia. The unstandardized regression coefficient between ACEs and depression,
controlling for difficulty identifying feelings, is in parenthesis.
*p < .05; **p < .001
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The third model analysis (see Figure 4) indicated that DIF was a significant predictor of
perceived stress, b = .579, SE = 0.06, p < .001. ACEs remained a significant predictor of perceived
stress after controlling for DIF, b = .179, SE = 0.09, p = .045, and the indirect coefficient was also
significant, b = .12, SE = 0.05, 95% CI [.024, .237], which is consistent with partial mediation.
For the fourth model (see figure 5), results indicated that DIF was a significant predictor
of sleep quality, b = -.510, SE = 0.09, p < .001. ACEs was no longer a significant predictor of sleep
quality after controlling for DIF, b = -.244, SE = 0.13, p = .058, and the indirect coefficient was
significant, b = -.11, SE = 0.05, 95% CI [-.217, -.019], which is consistent with full mediation.
Figure 4. Mediated Relationship of ACEs and Perceived Stress via Difficulty Identifying
Feelings

Note. Unstandardized regression coefficients for the relationship between adverse childhood
experiences (ACEs) and perceived stress as mediated by the difficulty identifying feelings factor
of alexithymia. The unstandardized regression coefficient between ACEs and perceived stress,
controlling for difficulty identifying feelings, is in parenthesis.
*p < .05; **p < .001
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Figure 5. Mediated Relationship of ACEs and Sleep via Difficulty Identifying Feelings

Note. Unstandardized regression coefficients for the relationship between adverse childhood
experiences (ACEs) and sleep as mediated by the difficulty identifying feelings factor of
alexithymia. The unstandardized regression coefficient between ACEs and sleep, controlling for
difficulty identifying feelings, is in parenthesis.
*p < .05; **p < .001
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CHAPTER 4: DISCUSSION
This study shows that ACEs and alexithymia are important because both are associated
with the physical and psychological health of police officers. The current research reveals that a
greater number of ACEs and higher levels of alexithymia are related to more somatic symptoms,
depression, and perceived stress, and poorer sleep quality, with greater alexithymia also being
associated with worse dietary practices and more alcohol consumption. Findings here align with
ACEs research with other populations (Anda et al., 2006; Kestila et al., 2008; Schafer & Ferraro,
2013; Slopen & Williams, 2014; Zilioli et al., 2016) that also show that a greater frequency of
childhood adversities is related to poorer health status. Additionally, the findings regarding
alexithymia in this sample are consistent with a robust literature, which indicates that alexithymia
is associated with an array of physical and psychological problems, including depression,
substance use, and somatic complaints (Friedlander et al., 1997; Luminet et al., 2001; Ogrodniczuk
et al., 2012; Taylor, 2000). In sum, these results support the main effect models tested as hypothesis
1 of this study, which were designed to assess the relationships among ACEs, alexithymia, and
health status variables in an urban police sample. These main findings are discussed next.
This study supports an extensive literature on the association of ACEs to psychological
health. In line with earlier findings (Bonvanie et al., 2017; Poikolainen et al., 1995), this study
found ACEs to be related to more somatic symptoms. Many studies have documented the
association of ACEs on later depression (Cabrera et al., 2007; Chapman et al., 2004; Felitti, 2009;
Felitti et al., 1998) and similar findings emerged here, such that ACEs were related to greater levels
of depression. The current study’s findings are also consistent with research showing that ACEs
are related to greater perceived stress (Hammen et al., 2000; Harkness et al., 2006; Kendler et al.,
2004; Post, 1992). Here it is possible that a prior history of trauma/adversity may sensitize the
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stress response of officers, increasing their perception of events as more threatening; indeed,
Harkness et al. (2006) suggest a similar pathway when examining the lasting effects of childhood
neglect. Finally, the results of our study support previous research suggesting that childhood
adversity is related to poorer sleep (Chapman et al., 2011; Slopen & Williams, 2014; Strine &
Chapman, 2005).
Our findings with alexithymia align with the literature, demonstrating links between
alexithymia and poor health status. This study showed findings similar to past research showing
that alexithymia is strongly related to somatic symptoms (Cox et al., 1994; Porcelli et al., 1996;
Taylor, 2000). Findings that alexithymia is associated with depression are also consistent with
those from studies assessing the same issue (Günther et al., 2016; Honkalampi et al., 2010). The
results of our study also support previous research suggesting that alexithymia is linked to greater
perceived stress. Friedlander et al. (1997) demonstrated that alexithymic individuals show a greater
physiological stress response, and Frewen et al. (2008) found alexithymia to be a hallmark
characteristic in males with stress-related disorders. Finally, we found alexithymia related to
poorer sleep, which aligns with current perspectives. For example, a recent meta-analysis of 24
papers including 7,546 participants from 12 countries showed a significant association between
alexithymia and sleep problems (Alimoradi et al., 2021).
To our knowledge, this study is the first to examine the relationships among ACEs,
alexithymia, and health status in police officers. Given that officers face significant stress in the
performance of their daily duties, observations from this study provide a foundation for developing
and adapting police policies and practices to help prevent negative consequences of stress. The
Stress Process Model (Pearlin et al., 1981) suggests effective coping ability is a key factor in
mitigating adverse outcomes from stress; therefore, police agencies and officers alike can engage
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in various preventions strategies based on this research. For instance, hiring committees could
expand their criteria to include assessments of ACEs and alexithymia when selecting recruitofficers. Additionally, police agencies might aid in preventing adverse stress-related health
conditions from worsening by implementing training focused on bolstering coping abilities.
Finally, officers could engage in various stress-management techniques (e.g., mindfulness-based
stress reduction or cognitive-behavioral stress management) that have been shown efficacious for
improving health-related outcomes and reducing perceived stress in both patient and healthy
subject samples (Brown & Ryan, 2003; Gaab et al., 2003; Grossman et al., 2004; McGregor et al.,
2004; Penedo et al., 2003; Smith et al., 2008)
It should be noted that the main effects of ACEs and alexithymia on dietary practices and
alcohol consumption—two of the three health behaviors—were in the hypothesized directions but
small in magnitude and generally not statistically significant. There are several possibilities for
these null findings, including psychometric, statistical, and conceptual concerns. First, the internal
consistency of the measure of dietary practices was suboptimal, possibly due to the brevity of the
four-item measure (Cortina, 1993), which could have introduced error. Second, under-reporting or
biased responses could have weakened the relationships between predictor and outcome variables;
indeed, studies show that police officers often underreport symptoms (Bell & Palmer-Conn, 2018;
Marshall et al., 2021). Furthermore, substance use issues carry a stigma in police (Clark & White,
2003); therefore, it is conceivable that officers underreported problematic drinking behaviors.
Finally, apart from volitional deception or wanting to appear healthier, neither the diet nor alcohol
measure provided concrete time-anchors, which could have hindered precise recall. That is, each
relied on general reporting of consumption habits—for instance, from the dietary measure, “How
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often do you eat breakfast?”—instead of using key dates or time-periods that have shown better
day-to-day precision in recall with other instruments (Sobell, Agrawal, et al., 2003).
The validity of the diet and alcohol measures could also be questioned. First, the measure
of dietary practices includes items purported to reflect a better diet; however, fundamentally, the
variable may be difficult to capture accurately. For example, the measure does not account for
individual needs (e.g., religious or health-related dietary restrictions), variability (e.g., consuming
fewer larger meals versus smaller snack-size portions), or views on what is healthy or not. The
multifaceted nature of diet becomes increasingly confusing in police samples, given their irregular
shiftwork. As measured, it is unclear if a term like breakfast holds a similar meaning for both day
and midnight shift officers. Similar concerns could be made about the alcohol consumption
measure. For instance, though face valid, the measure fails to capture intent or desire to drink and
discounts irregular overconsumption or abstinence periods. Therefore, “…how many drinks do
you have?” is likely a poor indicator of objective drinking behavior. Finally, correlations between
self-report measures and overt target behaviors are generally weak (r = .0 to .20) (Dang et al.,
2020), which suggests that measures of diet and alcohol consumption could have conceivably
captured aspects of other constructs, introducing error.
Mediation
The second goal of this study was to test if alexithymia might be associated with childhood
adversities, mediating ACEs’ effects on health. ACEs were found to be associated with somatic
symptoms, depression, perceived stress, and sleep via the difficulty identifying feelings (DIF) facet
of alexithymia. These findings suggest that the experience of childhood trauma is one factor
relating to alexithymia, namely a difficulty in identifying emotions and distinguishing between
feelings and bodily sensations, which contributes to worse health status. There are several possible
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explanations of this sequence. It is conceivable that the experience of child abuse and neglect
repeatedly disrupts emotional capabilities, impairing an individual’s ability to process and regulate
emotions. Indeed, Krystal (1991) suggests trauma survivors have a stunted ability in using emotion
to motivate effective coping because of repeated hyperarousal of affective circuits that become
difficult to inhibit. Alternatively, disrupted emotional capabilities could arise from a lack of
sufficient emotion modeling during development. Theory suggests that caretakers showing
protracted inattentiveness and indifference is associated with emotion regulation difficulties
because children fail to learn a language for affect or to properly discern their or others’ emotions
(Linehan & Kehrer, 1993).
A more complex interpretation can be made through an evolutionary model of emotion,
suggesting that emotion can guide and potentiate behavior (Nesse & Ellsworth, 2009). It is possible
that negative emotion due to trauma triggers maladaptive thoughts and coping behaviors, leading
to poorer health. Alexithymia may lead to a heightened awareness of benign physical and
psychological symptoms that, when coupled with an inability to differentiate between emotions,
causes alexithymic individuals to perceive such symptoms as more severe. The strong relationship
between alexithymia and negative affectivity may further support this hypothesis in that the latter
is hallmarked by increased awareness of negative emotional and physical experiences (Watson &
Pennebaker, 1989). Like the pathways Lumley and colleagues (2011; 2007; 1996) suggest link
emotion and physical illnesses, alexithymia may lead to poor outcomes resulting from unhealthy
behaviors such as substance abuse, disordered eating, sedentary lifestyle, and nonadherence to
treatment. It is theorized that alexithymia leads to compulsive or addictive behaviors because of
an inability to regulate undistinguishable emotions using adaptive psychological strategies
(Lumley & Roby, 1995; Taylor et al., 1991). In sum, these ideas suggest that ACEs and
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alexithymia may hinder adaptive intrapsychic processes, leading to harmful coping habits and
poorer health status.
In addition to deficits in internal coping processes, alexithymia might also affect health by
disrupting social supports. The rigid and unimaginative interpersonal style found in many
individuals with alexithymia may hamper social relationships, reducing the availability of external
supports and negatively affecting one’s health more broadly. Several studies link alexithymia with
low social support; a factor demonstrated as vital in predicting poor health outcomes (Uchino,
2004). For instance, Lumley et al. (1996) found that alexithymia was correlated with fewer
personal relationships and less perceived support, and Fukunishi and Rahe (1995) found that
alexithymia related to less social support in a sample of healthy adult men. Given that higher levels
of social support have been linked to improved physical and psychological health and shown to
reduce one's likelihood of appraising stressors negatively and engaging in risk-taking behaviors
(Chaney & Torres, 2017; Fontana et al., 1989; Rozanski et al., 1999; Taylor, 2011; Uchino, 2006),
this appears the mechanism likely to link ACEs, alexithymia, and health status. However, given
that coping effectiveness is considered to rely on several inputs (Herrenkohl et al., 2005), further
research is needed to understand how family, community, and other individual characteristics
contribute to the relationship.
Contrary to the theory driving this research, ACEs were not related to total alexithymia,
difficulty describing feelings (DDF), or externally oriented thinking (EOT) in this sample. This
discrepancy might be due to the disparate nature of the TAS-20 subscales. Research shows that
DIF, DDF, and EOT are correlated with neuroticism, introversion, and low openness, respectively
(Luminet et al., 1999; Zimmermann et al., 2005). Neuroticism can be understood as a disposition
prone to negative intrapsychic and affective processes, including anxiety, irritability, depression,

48
and self-consciousness, whereas introversion and openness are arguably modes of behavioral
expression in that they encompass one’s level of outward social tendencies and willingness to
engage in novel experiences (Goldberg, 1993; McCrae & John, 1992; Widiger, 2009). Thus, it is
possible that DIF was associated with ACEs—where DDF and EOT were not—because of a
disposition to attend to negative emotional and physical experiences more readily, which prompted
negatively biased recall of childhood events. Several studies have found DDF and EOT weakly
associated or unrelated to subjective symptoms (Feldman et al., 2002; Goerlich, 2018; Grabe et
al., 2014); therefore, the subjectivity of ACEs, as they were assessed in our study, might have also
contributed to the lack of relationship between ACEs and DDF and EOT. For instance, several
items within the E-ACEs are subjective—for example, “Did you feel safe in your
neighborhood?”—suggesting a need for more objective measures of childhood adversity in future
research to assess the relationships among ACEs, alexithymia, and health status more accurately.
Moderation
Another goal of the present study was to test whether alexithymia buffered the relationship
between ACEs and health status. It was theorized that high levels of alexithymia would be related
to worse health status in those individuals having experienced ACEs, due to deficient emotional
resources to regulate the stress stemming from those ACEs. Of the 18 moderation analyses
conducted in this study, only one significant interaction was observed, and the relationship was
not as hypothesized. This lone and unexpected finding was likely a spurious relationship and will
not be interpreted further.
Several reasons could explain a lack of moderation. First, the correlations between ACEs
and the health status variables could simply be robust and not reliant on alexithymia. Second, it is
conceivable that health status as a function of ACEs is more heavily reliant on other not assessed
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factors, such as social support or engagement in psychotherapeutic intervention. Lastly, the
internal consistency of the EOT measure in this sample was poor. In sum, this preponderance of
evidence suggests there is insufficient support for the moderation hypothesis of this research.
Strengths
The present research demonstrated several relative strengths meriting discussion. First, the
sample was rather large and offered sufficient power to complete all necessary analyses while
controlling for key factors such as perceived SES, sex, age, and race. Second, there was little
missing data, which provides further confidence in the accuracy of the tested relationships. Third,
the sample was diverse. Nearly half were people of color, and there was variability in all primary
demographic domains (i.e., education level, marital status, and perceived SES). Finally, the
research team was able to sample from a population that is generally known to be wary of academic
research and challenging to recruit (Rojek et al., 2012). Per anecdotal reports from participantofficers, the researchers were able to foster rapport and develop trust quickly, which helped reflect
the team's genuine interest in understanding officer health and elicit volitional participation of over
20 percent of the target population.
Limitations
Despite several strengths and the apparent links among ACEs, alexithymia, and health status, the
limitations of this study should be noted. First, the recruitment strategy could have negative implications
for generalizability and may also introduce potential confounds. Though this research was able to sample
across all 12 DPD precincts, participants deemed eligible were ultimately those who self-selected as
volunteers for academic research. Selection from this pool of volunteers likely reduced the sample's
representativeness to the target population. For example, given the sampling frame, this study could not
obtain representation from individuals above the rank of corporal or those assigned to specialized bureaus
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(e.g., narcotics investigators, detectives, multijurisdictional task force members) that potentially face
higher levels or alternate forms of officer stress. Of course, this assumption is speculative in that the
composition of non-respondent data is unknown. Moreover, generalizability to other departments,
civilian populations, and women is limited given this study's Detroit sample comprised primarily of male
police officers.
Second, this study relied solely on subjective self-report measures. Reliance on self-report
measures is problematic in that there is potential that participants were unable to recall relevant
experiences accurately, which may have introduced bias. Furthermore, in a police sample, reporting bias
may be an issue, as symptoms of ill-health may be socially undesirable in a masculine milieu; that is, a
male-dominated culture often devaluing emotional expression and appreciating those who are mentally
rugged, dependable, and able to control demeanor (Crank, 2004). Underreporting of symptoms may have
also occurred out of fear of being identified as unfit for duty. This notion of underreporting is supported
by research suggesting that first responders are less likely than the general population to seek professional
help or disclose mental health symptoms to their employer (Bell & Palmer-Conn, 2018; Carlan & Nored,
2008).
Finally, additional methodological limitations should be considered. Though the ACEs measure
used is conceptually retrospective, much of the study design is cross-sectional and precludes causal
interpretation. Future inquiries could benefit from a longitudinal design—such as assessing police
recruits while in the academy and then into their years of fully sworn service—which would give a more
accurate understanding of the directionality of the relationships among study variables. Given that
alexithymia is shown to be highly correlated with negative affect (Bagby, Taylor, et al., 1994;
Luminet et al., 1999), the validity of the TAS-20 could have biased the findings. The measure's
lack of temporal anchors suggests that responses reflect how individuals are generally, which could
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be influenced by psychological and emotional states. Lastly, better-refined assessment techniques
may have improved scientific rigor by measuring the targeted health behaviors more accurately, such as
actigraphy for sleep or Timeline Followback (TLFB) for alcohol consumption. Actigraphy involves
using a noninvasive body-worn accelerometer—similar to a wristwatch—that actively assesses sleep
parameters and average motor activity throughout the sleep cycles (Morganthaler et al., 2007; Smith et
al., 2018). TLFB is a psychometrically sound measure, validated in clinical and non-clinical populations,
that has respondents provide drinking data daily, using cues (e.g., a calendar of key dates to serve as an
anchor for reporting) to enhance recall (Sobell, Agrawal, et al., 2003; Sobell, Sobell, et al., 2003; Sobell
et al., 1988). Techniques like actigraphy and TLFB are likely more accurate and sensitive estimates of
the behaviors they purport to measure. For instance, TLFB may prove superior to having participants
report average drinking—the method that was used in this study—which may have been subject to bias
or not been able to capture sporadic or irregularly patterned drinking (e.g., drinking to celebrate social
achievements or abstaining, opposed to typical consumption habits, to prepare for a medical procedure).
Future Directions
Guidance for Academic Research
Alexithymia—or one's emotional coping ability—was related to several health status
variables within this sample of urban police officers. Nevertheless, there are important factors that
were not assessed that may affect the relationship between ACEs and health status. Future research
could benefit from testing the predictive power of alexithymia alongside other coping mechanisms,
as the literature suggests coping effectiveness relies on co-occurring resources from multiple life
domains (Herrenkohl et al., 2005). For instance, an array of family (e.g., stability in living
situations, family cohesion, caregiver education levels), community (e.g., positive perceptions of
community safety by parents/caregivers), and individual factors (e.g., problem-focused coping,
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greater engagement in esteem building activities) have been demonstrated as potential mediators
of the effect of ACEs on depression, anxiety, and various other internalizing and externalizing
symptoms (Eckenrode et al., 1995; Gorman-Smith et al., 2004; Li et al., 2007; McGee, 2003).
Apart from the separate effects of family, community, and individual factors, it is also possible
that the elements work in concert or exert bidirectional influence on one another when predicting
health status. For instance, positive interpersonal relationships—those founded on trust, respect,
honesty, and reciprocity (Henttonen & Blomqvist, 2005)—have been identified as critical in
mitigating adverse physical and mental health outcomes (Argyle & Furnham, 1983; Glover et al.,
1998; Moos & Holahan, 2003), yet alexithymia has been shown to hinder one’s ability to form
close, personal relationships (Kennedy & Franklin, 2002). Therefore, using more sophisticated
modeling approaches (e.g., structural equation modeling or advanced hierarchical linear models)
may prove beneficial in understanding how other coping mechanisms interact with alexithymia in
the relationship between ACEs and health status. Lastly, many of the factors described above are
strongly related to SES (Carpiano et al., 2009; Singh & Ghandour, 2012; Veselska et al., 2011);
therefore, models including multiple assessments of SES—both subjective and objective—would
likely prove more comprehensive and robust in their findings.
Although this study obtained precinct assignment, it did not capture the time each officer
starts and stops their workday, which might be an important factor in understanding how the
interaction between police stress and coping affects health status. Neylan and colleagues (2002)
showed that officers endorsed more health concerns (e.g., sleep issues) when exposed to traumatic
incidents compared to routine occupational stress that was not traumatic. Therefore, it is possible
that officers on a specific shift might be more often involved in violent/traumatic situations,
exposing them to health-adverse dangers more frequently than officers working at other times.
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Shift assignment data may also be salient to officer health status more generally. For example,
Violanti et al. (2009) suggest that officers working overnight shifts had significantly more
components of metabolic syndrome—a cluster of conditions that occur together, increasing the
risk of heart disease, stroke, and type 2 diabetes (Mayo Clinic)—than those on day shift. Therefore,
future inquiries could benefit from capturing officers’ shift assignment and assessing officer stress,
trauma exposure, and health status as a function of the variable.
Additional studies of ACEs and alexithymia in police samples would benefit from directly
assessing police stress, as the construct has been shown to have substantial implications for health
outcomes (Shane, 2010; Strahler & Ziegert, 2015). The extant literature conceptualizes police
stress into two general categories: 1) stressors related to the context of law enforcement, including
irregular shift and work schedules, protracted hours, and overtime, and 2) traumatic events that
pose a threat to physical and psychological well-being. Research could capture stressful events
unique to policing by using validated measures such as the Police Stress Survey (Spielberger et
al., 1981) and the Police Stress Questionnaires (McCreary & Thompson, 2006). The literature
suggests that an individual’s response to a stressor likely matters more than exposure (Crosswell
& Lockwood, 2020); therefore, future studies would likely benefit from adding methods to capture
emotions, behaviors, and physiological responses instigated by police stressors. Such an approach
could rely on self-report measures, like the Perceived Stress Scale (Cohen, Kamarck, et al., 1993)
that captures a person’s perception of how overwhelmed they are by an acute stressful event.
Research could also collect saliva and blood samples to assess biomarkers of stress (e.g., cortisol,
IL-6, CRP) and use technology, such as heartrate monitors or wearables that affix to officers
throughout their shifts to capture real-time stress response data. Overall, a multimodal approach to
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gathering subjective and objective data on a greater variety of police officer stressors would benefit
the ability to parse the relationships among ACEs, alexithymia, and health.
Guidance for Psychological Intervention
Beyond guiding future academic research, the current study offers a foundation for
improving a best practices approach to intervention with law enforcement officers. This section
provides recommendations for psychotherapeutic interventions focused on ameliorating
alexithymia. Such recommendations are made based on the hypothesis that reductions in
alexithymia could reduce health-related symptoms. Generally, if officers are suspected of
experiencing a trauma- and stressor-related disorder, practitioners could pull from a large variety
of empirically-supported psychotherapeutic interventions—Cognitive Processing Therapy,
Prolonged Exposure, Seeking Safety—that have shown benefit in mitigating stress-related
symptomology (Chard, 2005; Foa, 2011; Monson et al., 2012; Zlotnick et al., 2009). The following
paragraphs first offer considerations related to psychological intervention for police officers and
individuals with alexithymia, then discuss methods showing promise in alleviating alexithymia.
Individuals with alexithymia—especially those presenting for psychological treatment—
demonstrate poor insight into their emotions and difficulty communicating their feelings,
motivations, and symptoms (Lumley et al., 2007; Sifneos, 1975). When asked about emotional
states or responses, alexithymic patients tend to answer vaguely or with confusion, often described
as unimaginative, dull, and rigid within the therapeutic relationship. Alexithymic patients often
pose challenges therapeutically, namely in establishing a robust affective bond with their
practitioners and positively progressing in treatments focused on emotional insight and awareness.
This complex presentation might suggest that individuals with alexithymia are wary of
psychotherapy, yet empirical research found no difference in levels of alexithymia between those
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electing psychopharmacological intervention or psychotherapy or those deferring from treatment
(Leweke et al., 2009).
Pretreatment alexithymia has been identified as a strong predictor of poor treatment
outcomes for patients with various medical and psychiatric concerns, especially with emotionfocused treatments and those relying on a strong patient-therapist alliance. For instance, in a study
testing alexithymia as a predictor of outcomes in individual and group therapy formats, each facet
of alexithymia was found to predict less symptom improvement and life satisfaction following
treatment (McCallum et al., 2003). Lumley et al. (2002) suggest that baseline alexithymia—
specifically DIF and EOT—also interferes with treatment outcomes from written emotional
disclosure. Conversely, alexithymia is unlikely to hinder, and in certain instances may enhance,
treatments that impose structure and focus on overt behaviors as targets for treatment. For example,
Rufer et al. (2004) found baseline alexithymia unrelated to outcomes of CBT for patients with
obsessive-compulsive disorder. Friedlander et al. (1997) found alexithymia unrelated when using
relaxation training with participants undergoing various laboratory stressor tasks. Lumley et al.
(1994) reported that alexithymia led to somewhat better retention of patients in a group CBT
format, whereas Rosenblum and colleagues (2005) found that alexithymia predicted greater
success in group CBT for substance use. Taken together, these findings suggest that interventions
focused on reducing alexithymia should eschew emotional awareness and insight approaches and
modalities relying on a strong relationship between the patient and practitioner. Instead,
interventions should heavily leverage modalities that follow an agenda, focus on overt behaviors
as measures of change, and use structured in-session and take-home exercises.
The notion of using psychological intervention to directly target alexithymia introduces the
concept of absolute versus relative stability (i.e., whether alexithymia is better characterized as an
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enduring trait or a state-dependent phenomenon that can be improved). Absolute stability refers to
how alexithymia scores change over time, whereas relative stability refers to the degree to which
individual differences in alexithymia scores remain stable over time (Luminet et al., 2001;
Tolmunen et al., 2011). For example, individuals with alexithymia may experience improvement
in scores after intervention—a change in absolute stability—but their scores remain higher than
those who began treatment with low levels of alexithymia—no change in relative stability. Select
researchers contend that alexithymia is state-dependent, leveraging findings that alexithymia relies
on one's level of depression or anxiety (Grabe et al., 2008), whereas, others point to longitudinal
research arguing that it is a stable characteristic (Tolmunen et al., 2011). Porcelli and colleagues
(2011) synthesized several studies suggesting that alexithymia scores demonstrate high relative
and low absolute stability. This theory suggests that alexithymia may be affected by other factors—
like family cohesion and social support, which have been shown to improve coping (GormanSmith et al., 2004; Uchino, 2006)—and ultimately that the relationships among ACEs,
alexithymia, and health status may be attenuated by these factors as well.
The extant literature suggests that alexithymia is partly modifiable with therapeutic
intervention, but a dearth of research exists examining the efficacy of interventions directly
targeting alexithymia. Several studies show that alexithymia decreases throughout treatment;
however, the reductions are often confounded by decreases in the symptoms targeted by the tested
intervention (de Groot et al., 1995; Ogrodniczuk et al., 2012; Spek et al., 2008). Only three
controlled studies were identified that directly targeted alexithymic symptoms. A pilot study by
Levant et al. (2009) showed that a 6-session manualized group treatment—Alexithymia Reduction
Treatment (ART)—reduced alexithymia in student-patients at a university counseling center
compared to those receiving treatment as usual. ART appears to be a CBT-oriented therapy using
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in-session and homework exercises, including developing a vocabulary for emotions, tracking
emotional responses relative to antecedent thoughts, and in-vivo practice of skills. Gay and
colleagues (2007) showed that hypnotic imagery reduced overall alexithymia in undergraduate
female college students compared to students not undergoing psychological intervention. Hypnotic
imagery exercises were described in terms like those seen in mindfulness-based stress reduction
(Kabat-Zinn, 1982), such as guided imagery, relaxation via controlled breathing, and body
scanning. Beresnevaite´ (2000) showed significant decreases in alexithymia scores following
group therapy, including imagery, music, relaxation training, and nonverbal emotional expression,
compared to controls. Furthermore, Beresnevaite´ (2000) found that reductions in alexithymia
predicted better outcomes at a 2-year follow-up. Overall, these studies show support that
alexithymia can be changed via CBT- and mindfulness-related techniques, which could benefit
officers identified as needing such intervention.
Conclusion
ACEs and alexithymia are factors vital to the health of police officers. The relationships
among ACEs, alexithymia, and officer health are not indisputable and are conceivably reliant on
several risk and vulnerability factors across the life span. The literature provides strong evidence
for the low absolute stability of alexithymia and interventions showing potential to alleviate
alexithymic symptoms; therefore, establishing ways to screen for coping ability and enhance
coping effectiveness in officers holds promise in improving adaptive emotional functioning within
the law enforcement community. Various potentially valuable elements have been provided to
guide future research and help improve the health and lives of those who serve our communities.
Our findings can benefit future empirical work, theoretical knowledge, and meaningful
recommendations for practice and policy. Therefore, it is now incumbent on scholars and agencies
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to foster relationships to address current limitations and help officers manage stress more
systematically by implementing programs inclusive of the ideas presented here.
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APPENDIX A: NONSIGNIFICANT MEDIATION MODELS
Figure 6
Mediation Model of ACEs and Dietary Practices via Difficulty Identifying Feelings

Note. Unstandardized regression coefficients for the relationship between adverse childhood
experiences (ACEs) and dietary practices as mediated by the difficulty identifying feelings factor
of alexithymia. The unstandardized regression coefficient between ACEs and dietary practices,
controlling for difficulty identifying feelings, is in parenthesis (i.e., path c’).
*p < .05; **p < .001
Figure 7
Mediation Model of ACEs and Alcohol Consumption via Difficulty Identifying Feelings

Note. Unstandardized regression coefficients for the relationship between adverse childhood
experiences (ACEs) and somatic symptoms as mediated by the difficulty identifying feelings
factor of alexithymia. The unstandardized regression coefficient between ACEs and somatic
symptoms, controlling for difficulty identifying feelings, is in parenthesis (i.e., path c’).
*p < .05; **p < .001
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APPENDIX B: INFORMED CONSENT FORM
Research Informed Consent
Title of Study: Neighborhoods, Stress, and Police Behavior: Understanding the Relationships
Principal Investigator (PI):

Brad Smith, PhD
Department of Criminal Justice
313-577-3281

Funding Source:
Award #: 2017-R2-CX-0045

National Institute of Justice

Purpose
You are being asked to take part in a research study about police officer stress because you are a
law enforcement officer working for the Detroit Police Department. This study is being
conducted at Wayne State University and the estimated number of study participants to be
enrolled is approximately 400. Please read this form and ask any questions you may have
before agreeing to be in the study.
In this research study, we are interested in learning more about how environmental stressors
(e.g., neighborhood characteristics) affect police patrol officers’ stress response, on-duty
behavior, physical and psychological health. We are also interested in how other contextual
factors (e.g., departmental policies, time on the force) act in conjunction to these relationships.
Understanding how the unique work environment of officers is linked to health is an important
topic of study and this project will contribute valuable data on this issue
Study Procedures
If you agree to take part in this research study, you will be asked to fill out a questionnaire that
will take approximately 45 minutes to complete. The questionnaire will ask you questions about
your health, personality, work environment, and past stressful experiences. All responses will be
kept confidential by way of a unique identification number.
Additionally, you may participate in collection of biological samples for additional
compensation. You must complete the questionnaire portion of the study to be eligible to
participate in the biological data collection. At the time of the biological sample collection, you
will be asked to provide blood and saliva samples (more information about these procedures is
below). Your biological samples will allow us to assess the levels of several endocrine and
immune markers, which give us information about your level of stress and physical health.
Below are the specific processes which will be used to collect each biological sample.
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Saliva Samples: A member of the research team will ask you provide two saliva samples. It will
take you about 2 minutes to collect each sample, which will be done by drooling through a
plastic straw into a small container. Your saliva samples will allow us to assess the levels of
several endocrine (e.g., cortisol) and immune markers (e.g., IL-6), which give us information
about your level of stress and physical health.
Blood Samples: A member of the research team will also ask you provide five bloodspot
samples. To do so, he/she will gently pierce one of your fingers with a micro-lancet (similar to
those used during blood sugar testing) and then transfer drops of blood to a filter paper. If blood
flow is not sufficient in the chosen finger, then he/she will have to perform a second skin
puncture on another finger.
Benefits
As a participant in this research study, there may be no direct benefit for you; however,
information from this study may benefit other people in the future.
Risks
By taking part in this study, you may experience the following risks:
Physical: When providing the bloodspot sample, there may be slight discomfort from the needle
prick.
Social: There is a small risk of breach of confidentiality. To protect against this, the database
with the coded identifiers, participant names and contact information will be contained within a
password-protected Excel file, and it will be stored on a password-protected computer inside a
locked office. Survey data will also be de-identified, by way of labeling with a coded identifier.
There may also be risks involved from taking part in this study that are not known to researchers
at this time.
Study Costs
Participation in this study will be of no cost to you.
Compensation
As compensation for participating in the questionnaire, you will be provided a $10 gift card.
If you choose to participate in the biological sample collection, you will be provided a paid dayoff from your department and a voucher redeemable for a complementary health screening. The
health screening will include cholesterol, glucose, blood pressure, body mass index (BMI) and a
15-minute consultation to discuss the results.
Research Involving the Future Use of Biological Specimens
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Biological specimens (blood and saliva) are being collected in this study to examine how
psychological phenomena, social experiences, and health are linked to metabolic,
neuroendocrine, and immune systems function. There may be other unforeseen research
questions that may be addressed with your biological samples (e.g., genetic analyses,
technological advances that allow us to look at different aspects of the immune system that we
currently are unable to do).
Within the limits imposed by technology and the law, every effort will be made to maintain the
privacy of information about your biological specimens. All samples will be given a unique
identifier to connect them to other data (e.g., questionnaire data) collected in this study. A
document connecting this ID number to your name will be kept separately from the rest of the
data on a hard drive that is only accessible from a password-protected computer, in a locked
office (which only the PI, Co-PI’s and graduate research assistants in our group have access to),
and will be destroyed after the study period is over (or after any University approved study
continuations are over).
You have the right to withdraw your consent at any time either by requesting that the tissue be
destroyed or that all personal identifiers be removed.
We estimate that the samples and/or any biological material obtained from it will be stored for an
indefinite period of time. You will not be able to obtain future access to the stored samples or
any derived biological material for information that may be of clinical relevance to you. The
sample and information will not be available because all personal identifiers will have been
removed. Specific details on future use of the specimens are not known at this time.
Participants will not receive any information back about the results of their own tests, as these
are being collected for research purposes only. Further, these data will not be provided to
insurers, employers, or to the U.S. or state government
Special Considerations
You will not receive any financial or proprietary interest in the samples or in any products or
processes that may result from research on the samples.
Confidentiality
All information collected about you during the course of this study will be kept confidential. You
will be identified in the research records by a code name or number. Information that identifies
you personally will not be released without your written permission. However, the study sponsor,
the Institutional Review Board (IRB) at Wayne State University, or federal agencies with
appropriate regulatory oversight [e.g., Food and Drug Administration (FDA), Office for Human
Research Protections (OHRP), Office of Civil Rights (OCR), etc.) may review your records.
When the results of this research are published or discussed in conferences, no information will
be included that would reveal your identity.
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Voluntary Participation/Withdrawal
Taking part in this study is voluntary. You have the right to choose not to take part in this study.
You are free to only answer questions that you want to answer. You are free to withdraw from
participation in this study at any time. Your decisions will not change any present or future
relationship with Wayne State University or its affiliates.
The PI may stop your participation in this study without your consent. The PI will make the
decision and let you know if it is not possible for you to continue. The decision that is made is to
protect your health and safety, or because you did not follow the instructions to take part in the
study
The data that you provide may be collected and used by Qualtrics as per its privacy agreement.
Questions
If you have any questions about this study now or in the future, you may contact Brad Smith or
one of his research team members at the following telephone number, 313-577-3281. The team
can also be contacted electronically at the following website, www.policestressstudy.wayne.edu.
If you have questions or concerns about your rights as a research participant, the Chair of the
Institutional Review Board can be contacted at (313) 577-1628. If you are unable to contact the
research staff, or if you want to talk to someone other than the research staff, you may also call
the Wayne State Research Subject Advocate at (313) 577-1628 to discuss problems, obtain
information, or offer input.
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Consent to Participate in a Research Study
To voluntarily agree to take part in this study, you must sign on the line below. If you choose to
take part in this study you may withdraw at any time. You are not giving up any of your legal
rights by signing this form. Your signature below indicates that you have read, or had read to
you, this entire consent form, including the risks and benefits, and have had all of your questions
answered. You will be given a copy of this consent form.
_______________________________________________
Signature of participant

_____________
Date

_______________________________________________
Printed name of participant

_____________
Time

_______________________________________________
Signature of person obtaining consent

_____________
Date

_______________________________________________
Printed name of person obtaining consent

_____________
Time
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American law enforcement is regarded as one of the most stressful occupations in the
United States, involving repeated exposure to threatening or challenging encounters and the risk
of severe injury and death. A voluminous literature has documented various psychophysiological
implications of police stress, including morbidity and premature mortality. Adverse childhood
experiences (ACEs) are potentially traumatic stressors during one’s formative years, such as abuse,
neglect, and household violence and dysfunction. ACEs have been linked to increased mental and
physical health risks, yet ACEs have not been studied in police officers. Given the increase in the
level of stress experienced by today’s American police officer, this study developed and tested
several models to understand how ACEs relate to adult health status in an urban police sample,
focusing on alexithymia as an additional important factor. From a pool of Detroit Police Officers,
225 patrol officers completed self-report measures of ACEs, alexithymia, and six health status
variables—subjective symptoms (i.e., somatic symptoms, depression, and perceived stress) and
health behaviors (i.e., dietary practices, sleep, and alcohol consumption). Primary analyses
assessed the relationships among ACEs, alexithymia, and health variables using hierarchical
multiple regressions; exploratory analyses examined alexithymia as a moderator and mediator of
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the relationship between ACEs and health status. Primary findings align with a robust literature
revealing that a greater number of ACEs and higher levels of alexithymia are related to more
somatic symptoms, depression, perceived stress, and poorer sleep quality, with greater alexithymia
also being associated with worse dietary practices and more alcohol consumption. Mediation
models show childhood adversities associated with alexithymia, mediating ACEs’ effects on
somatic symptoms, depression, perceived stress, and sleep. Alexithymia did not reliably moderate
the relationship between ACEs and health status. This study demonstrates that ACEs and
alexithymia are important because both are associated with the physical and psychological health
of police officers. Alexithymia mediates the relationship between ACEs and health status, perhaps
by altering psychophysiology, health behaviors, or social relationships, which negatively affects
one’s health more broadly. Psychotherapeutic interventions focused on ameliorating alexithymia
could be of utility, as reductions in alexithymia could reduce health-related symptoms. Future
research would benefit from examining the efficacy of such interventions with police officers.
Furthermore, studies should test the relationships among ACEs, alexithymia, and health variables
in police officers alongside other coping mechanisms and use more robust measures, study design,
and analyses to assess police stress and health status.
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